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The solubility in the urine of three sulphonamides administered together is considerably 
greater than that of one sulphonamide in the same total dosage. The risk of crystal 
deposition and its attendant danger of renal damage has been largely overcome by the use 
of such mixtures of sulphonamides. 
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KAYLENE 


for Indiscretions of Diet, Diarrhoea, Food 
Poisoning, Acute Colitis, and in all conditions 
due to toxic absorption from the bowel. 


KAYLENE=-OL 


should be given in cases where « 
miid laxative action ie desired 


Samples and literature on request 


KAYLENE, LIMITED 


WATERLOO ROAD, LONDON, N.W.2 
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IMPROVED PRESENTATION 


FOR IRON DEFICIENCY ANAMIAS, ferrous sulphate is universally accepted as the 
most efficient compound for oral administration. The improved method of presentation 
in ‘Plastules’ ensures maximum absorption and utilisation. The tasteless, easy-to-swallow 
capsules rapidly disintegrate and the ferrous sulphate in a semi-solid condition is 
quickly absorbed, with avoidance of gastric irritation. 

*Plastules * are available in four varieties : Plain; *PLASTULES ’” 
with Liver Extract ; with Folic Acid ; and with Hog Trade Mark 
Stomach. HAMATINIC COMPOUND 
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Nutrition... 


THE ANSWER TO MODERN DIETARY PROBLEMS 


There is evidence that the reduced daily calorie intake of the nation, 
resultant upon the lower quantitative and qualitative food standards 
of to-day, has a tendency to be a contributory cause of asthenia. 
The physician rightly seeks a corrective for this condition, especially 
in patients where an examination reveals nervous instability, 
lassitude and weakness arising from a deficiency of vitamins and 
mineral constituents. 

‘ Supavite ’ Capsules, by providing a balanced ration of vital food 
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and fluids and encourage the restoration of bodily health. 
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stamina sustained 


The acute phase of fever . . . the moment of peak 


athletic effort : two extremes, but both insistent in their 
demand for immediately-available energy in short, 
for GlucoDin. The swiftest source of energy pure 
medicinal glucose —is presented in GlucoDin with added 
calcium, phosphorus and vitamin D, GlucoDin is 
pleasant to take, too, Your patients will 

enjoy it in hot or cold drinks, in fruit 


dishes, or on breakfast cereals. 


GLUCODINY 
Y In 1-lb. cartons 


Trade mark 


GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX BYRon 3434 
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DISEASES of the 
By Robert Coope, M.D., B.Sc., F.R.C.P. 
Illustrated. 25s. 
‘* There is no better introduction to chest diseases.” 


558 pages. 


INFECTIOUS 
Practitioners, 


CLINICAL PRACTICE IN 
DISEASES: For Students, 
and Medical Officers 
By E. H. R. HARRIES, M.D., F.R.C.P., DP.H., 
and M. MITMAN, M.D., F.R.C.P D.P.H., 
D.M.R.E., with the collaboration of IAN 
TAYLOR M.D M.R.C.P D.P.H. Fourth 
Edition. 730 pages. 69 illustrations 30s 


AN ATLAS OF GENERAL AFFECTIONS 
OF THE SKELETON 
By SIR THOMAS FAIRBANK, D.S.O., 0.B.E 
Hon.M.Ch(Orth.), F.R.C.S. 428 pages. 510 
illustrations 55s. 


THE PHYSICIAN as Man of Letters, Science 
and Action 
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Second Edition Reprint 
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MEDICAL DISORDERS OF THE LOCO. 
MQTOR SYSTEM, including the Rheu- 
matic Diseases 
By ERNEST FLETCHER, M.A., M.D., M.R.C.P 
Second Edition. 892 pages. 379 illustrations. 60s. 


THE CARE OF THE AGEING AND 
CHRONIC SICK 
By A. P. THOMSON, M.C., M.D., F.R.C.P 
Cc. R. LOWE, M.D., D.P.H., and THOMAS 
McKEOWN, B.A., Ph.D., M.D. 136 pages 
7s. 6d. 


TEXTBOOK OF PHYSIOLOGY AND 
BIOCHEMISTRY 
By GEORGE H. BELL, M.D. F.REPSG 
J. NORMAN DAVIDSON, MD., DSc, 
F.R.F.P.S.G., and HAROLD SCARBOROUGH, 


By THOMAS KIRKPATRICK MONRO, MA., 
M.D., LL.D. Second Edition. 269 pages 21s. trations 45s. 


* An Ideal Christmas Gift Coming soon * 
THE QUIET ART 
A Doctor's Anthology 
By Robert Coope, M.D., B.Sc., F.R.C.P. 


Dr. Coope has been carefully collecting the material for this anthology over a period of years. It is a 
combination of grave, serious and gay and will form an excellent bedside book for both doctor and layman 


E. & S. LIVINGSTONE, LTD., Edinburgh and London 


M.D., Ph.D., F.R.C.P. 930 pages. 672 illus- 








A case for 





the Surgeon 


Here are the world’s finest scal- 
pels & handles packed in a neat 
plastic case 


tastefully designed 


that is compact, easy to use and 
which meets the strict standards 
of hygiene and aesthetics of the 
modern operating theatre. Con- 
tains 3 different handles and 6 
dozen blades in 9 shapes, as #llus- 


trated. 








Details from 
W. R. SWANN & CO. LTD 
PENN WORKS - SHEFFIELO+ 6 
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A Guide to Treatment 
Ready Short/y By Herpert G. |. HeRNHEIMER, M.D. PRANKFOR 
.ED., L.R.C.S.ED., L.R.F.P.S.GLAS., Research Assistant, 
tiversity College Hospital Medical School, London; formerly 
Protessor of Medicine at the University of Berlis Pp. 12 
Vilustrat TT, 


This new work is an up-to-date review of the state of asthma 


225. Od. 

therapy today, taking account of the new avenues of treatment 
pened up by the advent of the antihistamines, the discovery ot 
\.C.T.H. and its effect, and recent study of allergic ph 


| cnomena 

CHRONIC BRONCHITIS 

Now Ready. By Trevor Howe, .R.c.p.ep., Physician, 

Geriatric Research Unit, St. John’s Hospital, Battersea; Con 

sulting Physician, Bermondsey Medical Mission Hospital; Lecturer 

n Problems of Old Age, St. Bartholomew’s Hospital, London 

Pp. 120. l/lustrated. 17s. Od, 

\ useful guide for the general practitioner, with the emph 

up-to-date treatment. 


MODERN PRACTICE IN TUBERCULOSIS 
Ready Shortly. Edited by |]. L. LivinGsTonr, wp. ¥.R.c.pr., 
Physician, King’s College Hospital and Brompton Hospital, and 


asis 


lr. Ho~mes SELLORS, M.A., D.M., B.CH., F.R.C.S., Thoracic Surgeon, 
Middlesex Hospital; Surgeon, London Chest Hospital. In 


‘M7wes. ] ully tilustrated. 1.7 7 


This book should be valuable not only to workers in the field of 


tuberculosis, but to general physicians and clinicians who are not 
specifically engaged in this subject, which embraces so many 
branches of medicine. 
THE UROLOGY OF CHILDHOOD 
]u Published. By T. TwistTInGTton HIGGINs, 0.B.E., LB Cara. 
rer.c.s., D. INNES WILLIAMS, M.D., M.CHIR., F.R.c.s.. and D. | 
ELLISON NASH, F.R.C.S. Pp. x 274 + Index. Illustrate 45 
a wealth 
f experience and the solution to many problems encountered in 


the study of this subject. 


\ practical guide to diagnosis and treatment, containing 


BUTTERWORTH & CO. (PUBLISHERS) LTD. 
BELL YARD TEMPLE BAR :: LONDON, W.C.2 
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New Editions in ‘‘ The Practitioner’ Series 


The Practice of Endocrinology 
Edited by RAYMOND GREENE, M.A., D.M., M.R.C.P 


The 1951 edition has been revised and enlarged, and is right up to date 
416 pp 53 half-tone plates, 5 in four colours 65s net 
‘4 valuable addition to British publications on the endocrine.” THE LANCET 


Treatment by Manipulation 


By H. JACKSON BURROWS, M.D., F.R.C.S., and W. D. COLTART, M.B., F.R.C.S 


The new edition has been prepared in answer to a sustained demand since this useful handbook 
was first published in 1939. The present volume, which has been reset, includes much fresh 


data on the subject 29 plates 12s 6d net 


READY SHORTLY 


Diseases of the Heart and Circulation 


By PauL Woop, 0.B.£., M.D., F.R.C.P 
Second (revised) impression 


624 pp 300 plates 70s net 
1 very readable and important exposition, Dr. Wood is particularly illuminating.” 
BRITISH MEDICAL JOURNAI 


Published for **THE PRACTITIONER” by EYRE AND SPOTTISWOODI 

















RECENT PUBLICATIONS OF THE | FAVOURITE 


VEDICAL RESEARCH COUNCIL 


DEFICIENCY DISEASES IN PRESCRIPTIONS 
JAPANESE PRISON CAMPS | 


by Dean A. Smithand M. F. A. Woodruff 
with an introduction by J. Bennet 
6s. 6d. (6s. 10d.) [$1.50 





** There are few medical men who will 
not find something of value in this 
symposium, and to put new heart into 


Special Report Series No. 274 | 
| | the weary practitioner there is perhaps 


STUDIES IN UNDERNUTRITION no better prescription than the stories 
WUPPERTAL 1946-9 | related in Lord Horder’s section ot 


by Members of the Department of Ex- - 9 . 7? 
perimental Medicine, Cambridge, and the book. St. Bart's. Hosp. Journal 
Associated Workers 

12s. 6d. (13s. Od.) [$2.85 


Fully indexed 80 pp. Price 4s 


Special Report Series No. 275 
(by post 4s. 4d.) 


Prices in brackets include postage dollar price 
re post free in the United States of America 


H.M. STATIONERY OFFICE The Publishing Department 
P.O. Box No. 569, London, S.E.1: FE . ma . aa fh RN = 
burgh; Manchester; Gentectonn: cerdift I H E P R A Cc I I I I ( ) N E R 


Bristol ; Belfast; or through any bookseller 


and BRITISH INF MA . » . , 
30 Rechelolier Plate You me Oak 5 Bentinck Street. London.W. | 
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—-The House of Churchill 


CLARK’S 


ac4g .  @. 
120 tllustrations. 


CLINICAL ACTH. 
Proceedings of the Second Clinical Conference, 
Chicago. Edited by JOHN R. MOTE, M.D. Vol. | 
Research, Vol. Ii Therapeutics. Miustraced 


per vol. 60s. 


THE ESSENTIALS OF VIRUS DISEASES 
By PATRICK MEENAN, ™.D., D.C.P. 7 illustra- 
tions 20s. 


LIVER DISEASE 
A Ciba Foundation Symposium. ! 12 illustrations. 25s. 


MEDICAL DISORDERS DURING 
PREGNANCY 
Edited by STANLEY CLAYTON, MS., F.R 
F.R.C.O.G., and SAMUEL ORAM, M.D., F.R 
28 illustrations 


RECENT ADVANCES IN RESPIRATORY 
TUBERCULOSIS 


cS... 
cP 
25s. 


APPLIED 
New (Eighth) 


Revised by ANDREW WILSON, M.D., Ph.D., 
SCHILD, M.D. Ph.D... O.Se. 


PHARMACOLOGY 


Edition 
F.R.F.P.S 


37s. 6d. 


RECENT ADVANCES IN PHARMACOLOGY 
By Jj. M. ROBSON, M.D., D.Sc., F.R.S. Edin., and 
C. A. KEELE, M.D., F.R.C.P. 46 illustrations. 24s. 


RECENT ADVANCES IN BACTERIOLOGY 
Edited by J. H. DIBLE, M.B.,F.R.C.P. Third Edition 
By j. DO. MacLENNAN, M.8.E., M.D. With the 
assistance of MARY BARBER, M.D. 8 plates and 3 
text-figures 25s. 


VITAMINS: A Digest of Current Knowledge 
By LESLIE J. HARRIS, Ph.D., Sc.D. D.Sc. 84 illus- 
trations 15s. 


CLINICAL ENDOCRINOLOGY 
By LAURENCE MARTIN, M.A., M.D., F.R.C.P., 
and MARTIN HYNES, M.D., M.R.C.P. 8 plates and 
22 cext-figures 1Ss. 


MALIGNANT DISEASE OF THE FEMALE 
GENITAL TRACT 


By FREDERICK HEAF, M.A., M.D., F.R.C.P., and 
LLOYD RUSBY, MA., D.M., F.R.C.P Fourth 
Edition. 5 plates and 7 text-figures 2Is. 


J. & A. CHURCHILL LTD. 104 GLOUCESTER PLACE, LONDON W.! 


By STANLEY WAY, M.R.C.0.G. 38 illustrations 
24s. 








Twentieth edition just published 


BLACK’S MEDICAL DICTIONARY 


by J. D. ComrRIg, M.D., F.R.C.P. 

revised by WILLIAM A. R. THOMSON, M.D. 
Dr. Thomson has extensively revised and brought up-to-date the new 
edition of this encyclopedia of diagnosis and treatment. The book 
has been entirely reset and ten pages of photographs have been 
added. Twentieth edition, 154th thousand. With 16 plates (4 in 
colour) and over 400 illustrations. 30/- net 


ADAM & CHARLES BLACK SOHO SQUARE LONDON W.1 








MEDICAL OFFICERS—ROYAL AUSTRALIAN NAVY 


Applications are invited from legally qualified medical practitioners for appointment as Surgeon 
Lieutenants in the Royal Australian Navy. Minimum yearly emoluments on appointment are 
Married Officer £1,412, Single Officer £1,221. Pay is subject to cost of living adjustment. 
sterling currency until departure from United Kingdom. increment of 
service and a gratuity of £500 after four years’ service. 
if 


Emoluments payable in 
£54 15s. Od. is payable after two years’ 
First appointment is to a Short Service Commission for a period of four years with prospect, 


desired, of transfer to the Permanent Naval Forces. 
Full details may be obtained from R.A.N. Liaison Officer, Canberra House, 85, Jermyn Street, 
London, or Secretary, Department of Navy, Melbourne, $.C.!. 
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BISMUTH SALTS 


in Tonsillitis 


Various bismuth salts administered in suppositories 
provide a safe and easy form of treatment for acute 
tonsillitis and other throat infections. 


** Archives of Otolaryngology”, Volume 39, No. 3, pp. 259—261, 
March 1944 
*.. . | have administered these bismuth suppositories in a series of 
40 cases from private practice and from the clinic for diseases of the nose 
and throat of the New York Polyclinic Hospital and have observed 
remarkable therapeutic results both in the speed and in the completeness 
of the amelioration of symptoms and signs.” 


** Britis Medical Journal’, November 5, 1949. Corresp. pp. 1048 


“In the article by — the use of bismuth . . . is not mentioned .. . 
I feel this method of treatment merits wider recognition than it has received 
in this country . . . The high proportion of successful results in this small 
series of cases suggests that bismuth therapy should be the primary treat- 
ment in acute tonsillitis, and encourages us to hope that with its use both 
the period of disability and the incidence of complications will be much 
reduced.” 


‘* British Medical Journal’, November 26, 1949. Corresp. pp. 1233 


. in my opinion the treatment par excellence is by bismuth and 
sodium tartrate suppositories three times daily. I have employed these 
in between 40 and 50 cases, and with only one exception the improvement 
has been rapid and cure complete in two or three days.” 


“Bismuth in Tonsillitis and Allied Infections’’ and other 
booklets on Bismuth Therapy gladly sent on request. 


Savion 
BISMUTH RESEARCH DEPARTMENT 


MINING & CHEMICAL PRODUCTS LTD 
376 Strand, London, W.C.2 
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BARC! 


Official Retailers of 


The Largest 
ROLLS-ROYCE 


st of Used Cars 0" request. 


Stock Li 


Showrooms: Hanover Square, W.1. MAY fair 7444. Berkeley Square, W.1. GROsvenor 5811 
Service Works: Lombard Road, Merton, S.W.19. LIBerty 7222 








SURGEONS’ & PHYSICIANS’ 
FINE QUALITY BAGS AND CASES 


No. 1961 No. 1965 
A smart case with 3 drawers ~ The 
and rocket in lid for papers. : *Croyden” 
Size 14” x 104” x 64’ 


Size when closed 18” x II” x 7”. Fitted 

with flap for instuments and space for 

blood pressure apparatus. 4 drawers of 

convenient size. Complete with 4 bottles. 
Prices and particulars of these and other models on request. 


JOHN BELL & CROYDEN 


MAKERS OF SURGEONS’ INSTRUMENTS AND HOSPITAL EQUIPMENT 


WIGMORE STREET, LONDON, W.! 


Telegrams: “ instruments, Wesdo, London"’ Telephone: Welbeck 5555 
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durability 


Start-Rite shoes possess all 
the flexibility needed to give 
healthful exercise to the foot 
muscles : plus all the durability 
that has made Start-Rite shoes 
famous. 

Note these outstanding 
features :— 

1. Greater flexibility. 

2. Straight toe-line, roomier 
toes. 

3. Snug heel grip. 

4. Special heel to keep ankles 
straight. 

5. The Last, graded to con- 
form to the changing 
contour of the foot. 

Start-Rite shoes have been 
designed in co-operation with 
a leading orthopaedic surgeon. 
They are made as well as shoes 
can be made. They may be 
recommended with every con- 
fidence. 


START-RITE SHOES * NORWICH * NORFOLK 





| MAKE YOUR 
YOGHOURT 
AT HOME! 


The healthgiving qualities of 
Yoghourt are rapidly becom- 
ing widely known. But to get 
full benefit Yoghourt must be 
be freshly made. You can do 
this easily and cheaply at 
home, with true Bulgarian fer- 
ment, by using milk with Yal- 
acta apparatus and ferment, 
at last available in Britain. 


| PINT a 4 JARS OF 
OF MILK ~— YOGHOURT 


USING 


VYALACTA 


Write for details to Dept. “H"" Yalacta Products Ltd 
Poplar Road, Shipley, Yorks. 




















Sub-Fertility 
Centre 


* 


THE FAMILY PLANNING 
ASSOCIATION Sub-Fertility 
Centre, 64, Sloane Street, Lon- 
don, S.W.1. Under medical 
direction; undertakes the in- 
vestigation and treatment of 
male sub-fertility. Patients 
accepted through doctors and 
hospitals only. Write for details 
and charges. 
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A SPENCER Support 
for Intervertebral Disc 


In both conservative and surgical treatment 

of intervertebral disc, application of a back 

support is usually indicated.* 
We invite the surgeon’s 
investigation of Spencer 
as an adjunct to treat- 
ment. Each Spencer is 
individually designed, cut 
and made for each 
patient—after a descrip- 
tion of the patients’ 
body and posture has 
been recorded and de- 
tailed measurements 
taken. Thus, individual 
support requirements 
are accurately met. The 
Spencer Spinal Supports 
shown incorporating 


*Ruptured Inter- ec rigid spinal brace were 
ere fem we individually designed for 
and Sciatic Pain. Re ts both man and woman 


“Journal of Bone . 
and Joint Sur- patients. Note exterior 


gery,” 29, 429-437 ; pelvic binder for added 
(April 1947) pelvic stability. 


For further information write to— 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
SURGICAL AND ORTHOPAEDIC SUPPORTS 
SPENCER HOUSE +» BANBURY * OXON 


Tel. Banbury 2265 


BEWARE OF IMITATIONS. Spencer (Banbury) Ltd. regret the necessity of issuing warning to bewore of copies 
and imitations. Look for the SPENCER LABEL stitched in the Spencer Support and ensure that it is o genuine 
Spencer Support and not a so-called copy 

Spencer copyright desigrs are original and distinctive and for more than 20 years have been recognised by the 
Medical Profession as a symbol of effective contro! for abdomen, back and breasts 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE. 
Trained Fitters available throughout the Kingdom 
Copyright; Reproduction in whole or in part is prohibited except with the written permission of S (B) Led 
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F “99” CLINICAL 
TEST RESULTS 


F “99 (concentrate of essential fatty 
acids), the unique Swiss remedy for in- 
tractable skin diseases, has now been tested 
under medical supervision in this country 
in a number of cases, and the results are 
definitely encouraging, particularly for vari- 
cose leg ulcers, eczema and furunculosis. 
In the case of leg ulcers, the results are most 
noteworthy, cures being effected in persons 
of advanced age with most discouraging 
medical histories. Complete healing usually Jaeger body-belts are made of pure wool, for 


takes from 3 to 4 months, using F “99” 5 
capsules and ointment. One of the most these reasons. Wool keeps its wearer cool in 


gratifying features is the way in which the | summer and warm in winter. Wool quickly dis- 
F * 99° treatment is being increasingly used er : 

. . poses of perspiration without becoming clammy. 
in hospitals. Sales to hospitals have ex- 7 Aid : 8 y 
panded several hundred per cent. in the past | Being porous it allows both the escape of 
two months. Similar expansion is being | exhalations from the skin and the access of pure 
achieved in Canada. F “ 99” has, of course ; , 

- > air to the skin. Jaeger body-belts sit well, stay in 

been an established success on the Continent s y y 
for some time past, not only in the treatment 
of skin disorders, but also in promoting the are available in all sizes. 
rapid healing of wounds and burns 


position, and give support without pressure. They 


Jaeger House 204-206 Regent Street W.! 


Composition 
The biologically active concentrate used in For 


F “99” is made exclusively from vegetable RHEUMATISM . GOUT . ARTHRITIS 


oils and contains the following proportions 


of the unsaturated fatty acids FIBROSITIS . CYSTITIS . PYELITIS 


Linoleic Acid Cis Hee O, 9 prescribe 
Linolenic Acid Cre Hee Oy 3 


‘ . 
Standard Biological Activity i] } ul ro mM ] 
F * 99°” is the first preparation of unsatur- 


ated fatty acids with a purity factor of 

9).5°., and a standardised biological activity ACTION 
of 340,000 to 350,000 Shepherd-Linn units 
per gramme, a figure never previously ap- 
proached. The importance of this degree of 
purity and biological activity cannot be over- 
estimated 


Diuromil has twice the solvent power 
of Piperazine 

Restores acid base equilibrium 
Removes the underlying cause of the 
uric diathesis 

**Mobilises’’, dissolves, eliminates Uric 
Acid 

Prevents precipitation of Uric Acid 


Professional Literature 
Non-toxic—Non-irritating 


Physicians who wish to learn more about 

F ** 99” are invited to write to the Sole Dis- asidiae tore 8 oz 
tributing Organization for F * 99°’ in Great | 
Britain: International Laboratories, Ltd., 
Dept. PR3, 18 Old Town, London, S.W.4, 
for illustrated professional literature. be bd A R M A xX LI M I T t D 


Note: There is no equivalent of F ** 99° in the 


\ 1 / j f = The Organ Works, Old Hill, 
ationa ormulary, nor is it advertised to e a 2 
the public (ar Chislehurst, Kent. 


Literature and samples gladly 
sent on request. 
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pure 


L—GLUTAMIC ACID 
powder 


only Amino Acid 
known to cause in- 
creased oxygen up- 
take by the brain 
| tissue (Biochem. J. 
| 30,665) Now used as 
| a therapeutic agent 
because of its effect 
| on Mental functions. 


in MONGOLISM. 


brief Literature review 
available from 


L. LIGHT & Co. Ltd. 


POYLE TRADING ESTATE 
COLNBROOK, BUCKS, 
ENGLAND 











‘COLLISON 
INHALER 


FOR 


ASTHMA 


DELIVERED 
IMMEDIATELY 








First Month’s Hire 
£3 3s. Od. 
Second & following do. 
£2 2s. Od. 
Telephone 
VIC. 1676 


THE INHALATION 
INSTITUTE LTD. 


87 ECCLESTON SQ., LONDON, S.W.1 








TO DOCTORS 


who have to 
advise mothers 


on baby feeding 


rature in 


nt, and 
t 


HEINZ COMPANY LTD 
I lon, N.W. Tro 
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UNIQUE PSYCHOLOGICAL APPROACH PROLONGED NEUTRALISATION 
NO SECONDARY ACID RISE ANTI-VAGAL ACTION 
EFFECTIVE SEDATION NO ALKALOSIS 

NO CO, FORMATION NO CONSTIPATION 


— — ———_——_~ 


Ask your OE Ta 


VENTRALKIA 


PROVIDING FOR THE FIRST TIME APPROPRIATE 
FFFECTIVE TREATMENT FOR ALL STAGES OF PEPTIC 
ULCER IN A SINGLE TABLET 








Simply prescribe “ Ventralkia A m. 21 tabs sig i tds”’ followed by 
‘B’ & ‘C’ in weekly turns 


ONLY AVAILABLE ON PRESCRIPTION 
FORSTERS (Pharmaceuticals) Ltd. Manufacturing Chemists, Seaham 








— HORMOTONE“T” 


Naturally Occurring Oestrogens for Oral Therapy 


Each tablet contains 1,000 international units of natural 
oestrogenic hormones combined with 1/10 grain thyroid 
and acts directly upon the endometrium, inducing hyper- 
plasia of the uterine mucosa. Indicated in cases of oestro- 
genic deficiency, including menopausal symptoms, 
amenorrhoea and hypomenorrhoea. 


Bottles of 40 and 250 specially coated tablets 


Professional samples available on request 


G. W. CARNRICK CO. 


Distributors; Brooks & Warburton, Ltd., 232-242 Vauxhall Bridge Road, 














London, S.W.1. US A 
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A FUNDAMENTAL ADVANCE 


IN SENNA THERAPY 





Senokot 


CHOCOLATE LAXATIVE GRANULES 





For the first time a standardised preparation of senna has 
been evolved which retains the full laxative activity of 
the pod. (J. Pharm. Pharmacol., 1950, 2,813). 


Thus a new field of usefulness has been opened up for 


one of the safest and most physiological of laxatives. 


SENOKOT is in granule form; it contains cocoa, malt and 


sugar, has a delicious taste and is very economical. 


SENOKOT is tested chemically and biologically and is 


completely dependable. 


SENOKOT is not advertised to the public and may be 


prescribed on E.C.10 forms. 


Supplied in 2 oz. tins and in tax-free dispensing packs 


of 2 lbs 


Samples and Literature on request. 




















WESTMINSTER LABORATORIES LTD., CHALCOT RD., LONDON N.W.! 
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of an analgesic is the rapidity with which it relieves pain. 


HYPON Tablets — by virtue of their rapid disintegrating 


properties—merit a high score. 


THE SECOND TEST of an analgesic is the absence of 
the unpleasant side effects of depression and constipa- 
tion. These reactions do not occur with HYPON 
Tablets due to the presence in the formula of 
caffeine and phenolphthalein 


HYPON Tablets stand firm in the field ot 
those analgesics prescribed for the relief of 
pain associated with rheumatic conditions, 





spastic dysmenorrheea and neuralgia 


HYPO\ 


TABL ETS MAY BE PRESCRIBED 
ON FORM E.C.10 





CALMIC LIMITED: Mjanufacturing Chemists -CREWE HALL+ CREWE 


Telephone: Crewe 3251/5 
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Post-Operation Supports 


Camp Post-operation Supports comprise a series 
of types designed for specific use and to meet the 
physiological requirements of the patient. The 
prescribed degree of support and control is 
regulated through the Camp precision-fitting 
adjustments. 

Ilustrated: An example from the Camp series of 
basic post-operation designs. 


Anatomical Supports 


S. H. CAMP & COMPANY LTD. 
19 Hanover Square, London, W.! 
Telephone : MA(fair 8575 (4 lines) 


Proteolysed Liver B.P.C 


Indications : all forms of macrocytic anaemia, refractory 
anaemia, hypoproteinaemia, coeliac disease, sprue, 
anaemia of pregnancy and lactation, tuberculosis, 


debility, pre-operative and post-operative. 


Brochure supplied on request 


Paines & Byrne Ltd 
Pabyrna Laboratories, Greenford, Middlesex 


©. PER 
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Headache 


No matter how obscure the cause 


of a headache, palliative relief is 


essential 
When the 
attention 


an 
of treatment. 
pain is removed, undivided 


can be given to causative 


factors. In all types of headache, ‘ANADIN’ 


Tablets provide 
a safe analgesic. 


Anadin 


rade Mark 





Rapid in action and particularly well- | Deennietensd Ctneinel Cee Bed. 
tolerated, their anodyne action 1s Chenies St., London, W.C.1 
unattended by depression or nausea Sink alien - 








“ENTEROCID’ 
(Phthalylsulphacetamide) 


The Sulphonamide of choice in the 
treatment of infections of the howel 


*‘ENTEROCID’ is a sulphonamide of 
low toxicity which is absorbed into the 
tissues of the gut wall without producing 
detectable blood levels. This property 
makes it a safe and effective preparation 
which may be used without the danger 
of toxic side-effects normally associated 


‘ENTEROCID’ TABLETS 


(for older children and adults) 
0. Gm. Phthalyisulphacetamide 


‘ENTEROCID’ SUSPENSION 
(Toffee flavoured) 
(fer young children and others who find tablets 
difficult to swallow) 
0.25 Gm. Phthalylsulphacetamide in 4 c.c. 
teaspoonful approx.) 


\one 


with sulphonamides. ‘ENTEROCID’ 
is indicated in the treatment of acute 
enteritis, bacillary dysentery and ulcer- 
ative colitis. It has also been found 
useful when administered pre-operatively 
as an adjunct to surgery of the intestinal 
tract. 

Samples and descriptive literature will gladly 

be sent on request 


British Schering Ltd. 
229-231 Kensington High St., London, W.8 
telephone WEStern 8111 





SB 48/51 
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‘Ovendosyn’ presents stilboestrol side-effects sometimes encountered 
in association with calcium phos- during the administration of stil- 
phate — a combination shown by boestrol, so that not only is the 
clinical experience to be a highly patient’s comfort increased, but 
satisfactory method of supply- also adequate dosage may be main- 
ing the oestrogen. ‘Ovendosyn’ tained without interruption. 


‘ therapy is unusually free from the 


OVENDOS YIN . crosatesrse castrogn 


Issued in two strengths ‘ Ovendosyn’ Tablets each containing 0-5 mg. 
stilboestrol and 290 mg. calcium phosphate. 
Ovendosyn’ Forte Tablets each containing 5-0 
mg. stilboestrol and 325 mg. calcium phosphate. 


In containers of 50 and 950 tablets 


MENLEY & JAMES, LIMITED, 123 COLDHARBOUR LANE, LONDON, S.E.5 


PTT owners of the trade mark * Ovendosyn 
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Introducing 


PRUVAGOL 


(Diamino-disulphomethy!-fuchsonium sulphonate) 


for the conquest of 


Successful trials in leading British hospitals have enabled 
us to introduce PRUVAGOL for the swift and complete 
relief of Pruritus Vulve without the use of mercurials 
and local anesthetics. 

**70 patients complaining of vaginal discharge and 

pruritus have so far been treated, the average duration 

of the complaint being 2 years. The cream was 

applied to the cervix and vagina every second day. 

After the first or second application all irritation 

disappeared and in the average case the discharge 

ceased after five applications.” 

Ref.: Non-Specific Cervicitis. B.M.J., 14.7.1951 


RO 


P 


irre 


Samples and Literature on request 


Prescribed on E.C. 10 Forms In tubes with applicators and special packs for hospitals and clinics 
ALSO PRUVAGOL PESSARIES IN BOXES OF 12 & BOTTLES OF 50 & 100. 


CAMDEN CHEMICAL COMPANY LIMITED 
61 GRAY’S INN ROAD _ :: LONDON W.C.1 


Sole Agent for India: Messrs CAMA NORTON & CO., 23 Medows St., Bombay 














Registered 


THE SAFEST AND BEST PREPARATION OF 
OPIUM 
Nepenthe contains all the constituents of 
opium and has been prescribed for over 100 
years. it has been found by generations of 
practitioners to be the best preparation of 
opium, as it does not cause the unpleasant 
after-effects usually attributed to opiates. it ‘ a 
can be given over a considerable period and Lat © Surgery £ 8-8-0 
the effect remains invariably constant , Mg 


Packed in 2-oz, 402z, 8-oz and 1/6-oz. 
botties, and for injection in j-oz. rubber 
capped bottles, sterile, ready for use 


Perfect Dial Control 
of mixture for - 


Analgesia » Anaesthesia. 
[= [= (>) [°) | S pend, TW BEORAIL ATTACHMENT \ | 
or Minor Surgery oe HOSPITAL \ 
3 


& Co., Ltd. 
BRISTOL | from 


SURGICAL HOUSES 
Telephone Bristol 2138! ; 
Telegraphic Address FERRIS, BRISTOL CYPRAN F ITD Hi th Keighley. Ye 
Qwortl) 1G 7) orks 
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“SANOID” 


STERILIZED 
SURGICAL 
CATGUT 


Over forty years experience is behind the 
manufacture of “‘Sanoid” Sterilized Surgical 
Catgut. Our capacity has recently been con- 
siderably increased to enable us to fulfil 
increased demand. 

TENSILE STRENGTH: “Sanoid” Surgical Catgut 


easily surpasses official requirements for minimum 
average strength 


GAUGING: Every strand of ‘“‘Sanoid” Surgical Cat- 
gut has been checked at four points by dial micrometer 





Prepared under M.O.H. Licence No. 40 


FLEXIBILITY: Heat treatment necessarily tends to 
make catgut to some degree wiry and brittle due to loss 
of moisture, but the composition of the solution in 
which *“‘Sanoid”™ Surgical Catgut is tubed is such that 
the maximum possible strength and flexibility are re- 
stored to the gut and retained by it under long storage 
periods 


SMOOTHNESS: *‘Sanoid” Surgical Catgut is of great 
smoothness but at the same time holds securely on 
the knot 


STERILITY: “‘Sanoid” Surgical Catgut conforms to 
the stringent bacteriological tests for sterility as laid 
down by the Ministry of Health in the Therapeutic 
Substances Regulations 


We invite your inquiries for Catgut and other Surgical Ligatures. Samples provided with pleasure. 


A PRODUCT OF CiuxsonGortahdsle Ltd. OLDBURY BIRMINGHAM 





@ COMMON COLD 


“a few days in bed ...°O 


Excellent advice for those who can afford it, the problem has been to find an 
effective therapeutic agent suitable for the ambulant case. 

In a carefully controlled trial on ambulant patients, the most effective prepar- 
ation was a combination of codeine and papaverine giving improvement or 
recovery in 75°, cases of incipient colds in 24-48 hours (J. Amer. Med. Ass., 1933 
101, 2042). This has been confirmed by other workers. 


ACORZA LIQUIDUM incorporates this effective combination 
and the dosage recommended on each vial follows that so success- 


fully employed above 


ONE SIZE 


TREATMENT 


FORSTERS (Pharmaceuticals) Ltd. 


ont ances) ACORZA 
c~ QR@upie ° 


FREELY 
FRESCRIBABLE 


Manufacturing Chemists, Seaham 
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STRAINS 


& 
SPRAINS 


New powerful penetrative agent ensures 
subcutaneous penetration of histamine 
Ir has long been recognised that histamine, in dilating 
the capillaries, acts as a pain-reliever. In * Algipan” the 


difficulty hitherto experienced in applying the drug to the 





subcutaneous layers without injection has now been over- 
come The potent peneirative agent methyl nicotinate 
The penetrative, warming 
and pain-relieving proper- 
ties of * Algipan’ bring 
rapid relief. *Algipan’ is a 
action is exerted by the glycol salicylate and capsicin. 

. , pleasant non-greasy, water- 


enables surface applications of histamine to reach the 
deeper tissues, where it promotes an increased flow of 


blood and relieves pain A comforting rubefacient 


soluble cream, and only very 
‘Algipan’ 
£ gipa n gentle rubbing is needed. 
*Trade Mark 


JOHN WYETH & BROTHER, LTD CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 


* The Trade M f Laboratoires Midy, Paris 





A preparation of established 
value as a dilator of the 
bronchi, the renal vessels and 
the coronary arteries. 


CARDOPHYLIN is presented in:— 
Tablets each containing 0.1 gm. 
Suppositories . . each containing 0.36 gm. 
Ampoules . . . for intramuscular injection 

containing 0.48 gm. 
Ampoules seen for intravenous injection 
containing 0.24 gm. 


Sem 4 i 
Cardophylin is the registered trade mark of the manufacturers Whiffen & Sons Ltd. 
Literature is available on request to the distributors: 


BENGER LABORATORIES LTD., HOLMES CHAPEL, CHESHIRE. TELEPHONE 3112 
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In the aged... 


In old people the advent of de- 

pression may easily be mistaken th t | 
foran exacerbation of the symptoms € cen ra 

usually associated with the declining 

physique 

The apparent hopelessness of such a nervous 
condition is relieved entirely by ‘Dexe- 

drine’ Tablets. This central nervous P 

stimulant of choice dispels the character- stimulant 
istic chronic fatigue, and causes the desired 

amelioration of mood without inducing 

significant cardiovascular side-effects — an of choice 
important consideration in the treatment of 

depression in the aged patient. 


‘Dexedrine ’ tablets 


Each tablet contains 5 mg. dextro-amphetamine sulphate 


MENLEY & JAMES LIMITED, 
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GENTLE 
REGULATOR 


\s the metronome regulates 
timing and rhythm in music. 
socan Agarol* serve to regulate 
bowel funetion. A’ disordered 
tempo disturbs the symphony: the harmony of the 
body is disturbed by @ failure to respond to regular 
peristaltic stimulation. Agarol. a stable. odourless. 
pleasant-tasting preparation, mixes freely and uni- 
formly with the intestinal contents and provides the 
three essentials for evacuation——lubrication. mild peris- 
taltic stimulation and retention of fluid in the faecal 
column. Devoid of the violent, disagreeable effects of 
most evacuants. Agarol produces a soft. smooth. well- 
formed stool characteristic of normal bowel function. 
Through its mild action Agarol helps to re-establish 


normal intestinal function. 


14 oz. bottles available for di 
pensing. Not subject to Purchase 
Tax when used on Prescription 





NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


Wikliam WARNER and @.~td Power Rond tLoneton U4 
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The carefully-balanced combination of adrenaline, papaverine and atropine methylnitrate 
presented by Brovon Inhalant is an excellent example of synergism—the rapid action 
of the adrenaline ensures prompt relief, while the slower but more persistent action of 
the atropine methylnitrate and papaverine give the desirable prolonged effect. 
Brovon Inhalant is used for the rapid relief of asthma, particularly during paroxysms and 
im status aosthmaticus, and to suppress threatening attacks. It is also effective in relieving 
the bronchiolar spasm of chronic bronchitis and emphysema. 
Brovon Inhalant contains 
Atropine Methylnitrate 1.14% wiv 
Papaverine Hydrochloride 88% w/v 
Adrenaline (Epinephrine) 0.50% wiv 
Chlorbutol 0.50% wiv 
in a special solvent promoting rapid absorption. 
Supplied in 4 oz., | oz., 2 oz., and 4 oz. bottles (purchase-tox free) 
Please write for a clinical sample and descriptive literature 
The Deedon Plastic Inhaler, the favourite for penicillin aerosol therapy, is the best method 
of administering BROVON Inhalant. If a glass inhaler is preferred, the Brovon Midget 
Inhaler can be prescribed. 


MOORE MEDICINAL PRODUCTS LTD 


ABERDEEN ‘°ree™ et _ “') LONDON 


Faultless Reliability 


After extensive clinical trials 

here is the latest Gillies 

equipment—compact as ever 

and readily adaptable to 

all conditions and all types 

of gas cylinder 

The Gillies Ill combines 

three different circuits in 

one. It provides for circle- 

type closed circuit anazs- 

thesia, continuous flow, and 

atmospheric air with the vola- 

tile agents. As with the Boyles 

Apparatus, a Waters Absorber (not in- 

cluded) may be used for “to and fro” closed circuit admimstauion. Incorporating a 
carbon dioxide absorber the Gillies Mark III is in fact the smallest complete apparatus 
that combines all these functions. In hospitals it is equally convenient on a stand « 
table; for Service use it will fit in with emergency arrangements. Full details wil 

be supplied on request 


THE BRITISH OXYGEN CO. 


LONDON AND BRANCHES incorporating A. CHARLES 
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CLIN ITEST- available on the N.H.S. 


The dependable urine-sugar analysis set 








Simple, reliable *Clinitest” (Brand) Sets and 
Reagent tablets, essential in modern diabetic 
treatment, comply with the official specifica- 
tions for appliances and reagents for urine-sugar 
analysis which may be prescribed on Form 
L.C.10. For accuracy and convenience this one- 
minute, no-heating, copper-reduction tablet test 
is unrivalled. The clear, unclouded colours of 
the test, easily matched against the sharply de- 
fined * Clinitest* colour scale, give patients every 
confidence in their readings, ¢liminating many 
unnecessary visits to the practitioner 


Supplies always available at ali go« 
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CLINITEST 


Approved by the Diabetic Association Medical 
Advisory Committee 
Complete Set, including 36 tablets. . W- 
Refill bottles (36 tablets). . - « 3% 
a lass chemists.Medica 
literature available on requesi to the sole distributors 


DON S, MOMAND LTD.,58 ALBANY STREET, LONDON, N.W.1 


Manufactured by Miles Laboratories Ltd., 
Bridgend, South Wales, under licence from 
Ames Company, Inc 


Pioglan 


VITA-E 75 1.U 


ELUCAP 


(Vitamin E ) 
in the treatment of 


Cardiovascular-Renal Diseases 


Each Gelucap contains a concentrate of natural esters (d,alpha-tocopherol 
acetate) from vegetable oils, type VI, equivalent to 75 mgm. d.l. alpha- 


tocopheryl acetate) 


This therapy is today extensively prescribed in the U.K. 


Also available a complete range of endocrine and endocrine-vitamin pre- 
parations including BIOGLAN-A/R capsules for rheumatism, arthritis, 
rheumatoid-arthritis and fibrositis (based on the same cortical principle as 


CORTISONE and ACTH) 


THE BIOGLAN LABORATORIES LTD., 


Tel. Address: “ BIOGLAN TOLMERS™ 


HERTFORD, HERTS. 


Phone: CUFFLEY 2137 


_ Eitereture on voquect " 
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REGULAR HABITS are undoubt- 
edly the basis of satisfactory 
bowel movement in the normal 
individual. Unfortunately, with 
changes in routine, during illness 
or convalescence, or due to rush 
of work and social activities, the 
habit time of bowel movement is 


often lost and constipation follows, 


Once lost this habit time is not 
easy to regain, but insistence on a 


*PETROLAGAR’ 


Trade Mark 


JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, EUSTON ROAD, N.W.1 Wyeth 


regular effort and the provision of 
sufficient bulk to stimulate peri- 
Stalsis will do much to help in 
its recovery. 

*PETROLAGAR’ provides soft 
bulk and achieves a comfortable 
bowel movement without griping. 
Gently but surely ‘PETROLAGAR’* 
helps the return to habit time. 

Issued in two varieties: Plain, 
and with Phenolphthalein. 


Emulsion 


inal 








THE PRACTITIONER 




















=— 








Se eo ee 6 oe ee eee ee st ae ee sh OF es Se 8 ee os 


i i ee ee 





Available through the Medical Profession only 


BEREX 


Reg. Trade Mark 


SUCCINATE-SALICYLATE 
THERAPY 


nder DOLCIN Patent. Patented in Great Britain 642971 
WW) 
IN TABLET FORM 
For the relief of symptoms 
and aid in the control of the systemic metabolic 
disturbances found to be associated 
with Arthritis and all Rheumatic 


disorders 


INDICATIONS FUNCTION 

i. Rheumatic Fever. A stimulating effect on cellular 

Articular Rheumatism respiration and respiratory en- 

(including Rheumatoid and zyme systems, together with an 

Osteo-Arthritis) increase of oxygen utilisation 
t. Non-articular Rheumatism by the tissues (impairment in 
(including Fibrositis, Neu- tissue oxygenation having been 
ritis and Sciatica). demonstrated in arthritis). 
Arthritis associated with the Since Berex is non-toxic it may 
menopause, be prescribed whenever massive 











. Gout. salicylate therapy is indicated. 


BEREX combines the following advantages : Prompt relief 
of symptoms ; correction of impaired tissue oxidation ; ob- 
viation of salicylate toxicity; suitability for protracted 
administration. 


Profe sion ul Sample ind literature on request lo; 


BEREX PHARMACEUTICAL CO. 
MEDICAL DEPARTMENT, 10) JERMYN STREET, LONDON, S.W.1 
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Assistance for the busy 
Practitioner 


The Energen Dietary Service offers to the Profession 
SUPPLIES OF DIET CHARTS 


in a form convenient for handing to patients. 
A FILING BOX 


containing an indexed supply of standard dietaries for many 
common ailments. 


SPECIAL DIETARIES 


prepared to suit the needs of individual patients on receipt of 
appropriate particulars from the patient’s medical attendant. 


INFORMATION 
on all aspects of diet and nutrition. 
ANY OF THESE SERVICES ARE AVAILABLE FREE 
OF CHARGE TO REGISTERED PRACTITIONERS 
on application to 
ENERGEN DIETARY SERVICE (Dept. C.41) 65, POUND LANE, LONDON, N.W.10 











DEFENCE AGAINST 
INFECTION 





It has been suggested that the essential vitamins of the B 
complex help to increase resistance to infection. It would, 
therefore, appear advisable, especially during the winter, to 
ensure that the diet contains an ample supply of these factors. 


Marmite yeast extract is a useful dietary source of the B, vita- 
mins and provides a convenient means of administering these 
nutrients. An excellent hot drink can be made by adding a tea- 


spoonful of Marmite to a cup of boiling water or hot milk. 
LS 


ee ce 
conta'ns: RiboMavin (vitamin B,) |.5 mg. per oz. 
Niacin (nicotinic acid) 16.5 mg. per oz. 
Obtainable from chemists and grocers. 


y east e x t rac t Special cerms for packs for hospitals, 


welfare centres and schools 


THE MARMITE FOOD EXTRACT CO., LTD. 35 Seething Lane, London, E.C.3 





Literoture on application 























To the psychologist a symbol is not merely a static sign 
but a dynamic experience. Similarly, to the clinician 
the symbol * A.B.”’ portrays far more than can be 
expressed in rational words. The preference for 
Insulin A.B. in all parts of the world is based 

on trust and experience—on the knowledge 


that the mark “ A.B.” signifies all that can 


INSULIN A.B. be desired in quality and performance. 


INSULIN A.B. ae 
‘S) \ 
Globin Insulin (with zine) A.B at) 


» » 3 . ~. , 
Protamine Zinc Insulin A.B. ones 


Joint Licensees and Manufacturers 


ALLEN & HANBURYS LTD. : THE BRITISH DRUG HOUSES LTD. 











Treatment of Rheumatism and Fibrositis 


BENGUE’S BALSAM 


Methol 20%, Methyl Salicylate 20% in Lanoline Base 


Easy application : ready absorption : deep penetration 





Combining two of the most efficient of local analgesics, 
Bengue’s Balsam has, for over five decades, ranked high 
in the Practitioner’s estimation of external, analgesic, 
medications. 

Bengue’s Balsam has proved its therapeutic value in affording 
rapid relief from the pain and crippling effect of the most 
widespread of all human afflictions :— 


RHEUMATISM 


PACKINGS Tubes of ¢ and 1 ounce Dispensing pack, | Ib. jar 


BENGUE & CO. LTD., Manufg. Chemists, Mount Pleasant, Alperton, Wembley. 
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Why you should prescribe 








ROTER GASTRIC ULCER TABLETS 


Give Immediate Symptomatic Relief—Long-Term Benefit 


Rapidly extending clinical experience clearly indicates the out- 
standing therapeutic success of ROTER in peptic ulcer. 


ROTER promptly abolishes subjective manifestations such as 
pair. discomfort and nausea. 


Accelerates healing, without undue dietary restrictions. 


Provides a true ambulatory treatment which is entirely free 
from the risk of unpleasant side-effects. 


Often obviates hospitalisation or surgical intervention. 


ROTERCHOLON 


Provides a New Type of Hepato-Biliary Therapy 


ROTERCHOLON gives a new and remarkably efficient 
approach to the treatment of cholecystitis, cholangitis and 
associated conditions. 


ROTERCHOLON has an unusually potent choleretic and 
cholagogic action. 

Possesses biliary antiseptic, sedative and mildly laxative 
properties. 

Stimulates digestive function and favours assimilation of fat 
and fat-soluble vitamins. 

Thus it relieves inflammation of the biliary tract, inhibits for- 
mation of calculi and gives marked symptomatic relief. 


Literature on, and a clinical trial supply of, the above products will be gladly 


Sent on request 


f “A: ] ° R LABORATORIES LIMITED 


179 HEATH ROAD - TWICKENHAM - MIDDLESEX 
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DOUBLE ACTION 


in the intranasal treatment of 
Sinusitis and Nasopharyngitis 
‘PENDEX’ provides ... 


. the potent and penetrating antibacterial 
action of 1,500 units of crystalline potassium 
penicillin G per ml. 

. the rapid and prolonged vasoconstriction of 
‘Paredrinex’, which shrinks the oedematous 
and engorged tissues and aids the penetration 
of penicillin throughout the nasal cavity. 


The ‘Pendex’ package consists of penicillin in dry state and a buffered 
aqueous solution of ‘Paredrinex’ — each in separate container. The phar- 
macist has only to mix the two, and ‘ Pendex’ is dispensed, freshly prepared, 


with the penicillin at full therapeutic potency. 


— the penicillin-vasoconstrictor 


combination 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


International Co., owner of the trade marks ‘Pendex’ and ‘Paredrinex’ 
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YY The first step in all Nervous Affections — 


NY < 


ELIXIR GABAIL 


This distinctive product has won a ___ standing therapeutic qualities of the 


place in the treatment of all types drug. Reinforced with minimal doses 


of nervous affections by reason of of strontium bromide and chloral 


its achievement of a high concentra- 
tion of VALERIAN with none of the 
disagreeable and nauseating features 


which so often invalidate the out- 


hydrate, Evtxir GaBalL has no coun- 
terpart in modern practice for the 
achievement of sedation without 


recourse tobarbiturates or narcotics. 


Supplied in bottles of 187¢. 
in bulk for dis- 


Dosage: One tablespoonful 
in water twice or thrice 
daily. For Insomnia: Two 
tablespoonfuls at bedtime. 


160z., and 


pensing and hospital use, 


Literature and Sampie from the Distributors 


THE ANGLO-FRENCH DRUG CO., LTD. 11-12 Guilford Street, London, W.C.! 
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SOHO > > > > > 4 
, ee ee y 


AG 


OUABAINE ARNAUD 


Available in the following forms: 


AMPOULES 
Intramuscularinjection: 1/2 mgm. - 1/120gr. 
1/4 mgm. - 1/240 gr. 


TABLETS 
2.5 mgm. 1/24 gr. Bottles of 40. 


Supplied in dispensing packs of 200. 
SOLUTION 


1/100 - 50 drops - 10 mgm 
Bottles of 10 ¢.c 


Intravenous injection : 


All forms of Ouabaine Arnaud are exempt from Purchase Tax. Clinical samples and 
full details of Ouabaine Arnaud and other products of Laboratory Nativelle Ltd. 
will gladly be sent on request. 


19 TEMPLE BAR 
DUBLIN 


S 


74-77 WHITE LION ST., 
LONDON, N.I 


MMS °“°7°“ 
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IN HYPERTENSION 


The patient with moderate hypertension, constituting the great bulk of hyper- 
tensives seen clinically, is the one that can benefit most from Veriloid. In his 
management, dosage is more simple, and the clinical response is as a rule 
excellent 

By controlling hypertension in its earlier stages, much can be accomplished 
Many organic changes directly related to a sustained elevation of blood pressure 
can be prevented, expanding the years of physical and mental usefulness of 
the patient 

Veriloid—a distinctive, biologically standardised fraction of Veratrum viride 

exerts its well-defined hypotensive action without sacrifice of postural reflexes 
so important for comfortable living. The average daily dose of from 9 to 15 mg 
given in divided doses three times a day usually produces a significant, sustained 
reduction in arterial tension. For optimal results, dosage should be carefull 
adjusted to the needs and tolerance of the individual patient 

Veriloid is available on prescription only through all pharmacies in 1.0 mg 
tablets in bottles of 100 and may be prescribed on Form E.C.10 without 
restriction. Literature available on request. 


RIKER LABORATORIES LTD - 29 Kirkewhite Street - Nottingham 
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*Furacin’ Soluble Dressing is recom- 
mended for topical application in the 
prophylaxis and treatment of surface 
infections because of its wide anti- 
pacterial spectrum, its activity in the 
esence of blood and serum, and the 

& that drug-fastness is not develop- 
ainst it by susceptible organisms. 

in’ Soluble Dressing does not 


paling and is non-toxic. 


also by ‘ Furacin’ Solution w 


presents the active principle— 

* Furacin ’—in liquid form. 

* Furacin’ Soluble Dressing is 
available in 2-0z. tubes, 4-0z. and 
16-0z. jars. ‘ Furacin’ Solution 
is available in 2 fl. oz., 4 fl. oz., 
and 16 fi. oz. bottles. 


Further information on request 


MENLEY & JAMES, LIMITED 
COLDHARBOUR LANE, LONDON, 5.8.5 


*Puracin @ Soluble Dressing aad Solution (British patents 6274845 and 
ee are manufactured by MENLEY & JAMES, LTD. (registered 
waers of the Britich trade mark 662699@, under licence from the owners, 


BATON LABORATORIES INC. 
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RESET 
AT YOUR 
FINGER TIPS 


Non-toxic, non-irritant, non-staining and yet 
highly active and readily absorbed Crookes Iodine Oil will 
be found of great value in the local treatment of a wide 
range of conditions. In _ fibrositis and myositis; for the 
remobilisation of joints following strains ard sprains ; for 


the immediate relief of chilblains and in the field of chiropody. 


Available in bottles 1 oz., 4 oz., 16 oz. and 80 oz. 


CROOKES IODINE OIL 


* 


YAL-LONDON: NWO 
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CAPSULES 

ticle / provide immediate and prolonged effect 

by the additive action’ of their.five 

effective control ingredients ... . benzocaine, pentobarbital 
f / sodium, nicotinamide, di-methionine and 
of the nausea pyridoxine hydrochloride . logically 
and vomiting / combined to control those physiologic 
changes of early pregnancy which may 


of pregnancy 4 initiate hyperemesis gravidarum 


depresses sensitivity 


fotty ocid and 


e 
oo — 
@ lowers reflex excitability o 
* 
a 


naintain hepota func 
n detoxificatio 


For Prescription 


IN BOTTLES OF 20 ORAL CAPSULES 


LITERATURE ON REQUEST 


J, Af Pd of Vy PUMOCC + Vhirrpitt YU WAY 
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The Original and 
Standard Emulsion 


of Petroleum 


Angier’s Emulsion is made with petroleum 
specially purified for internal use. It is the 
original petroleum emulsion—the result of 
many years of careful research and experiment. 
There is a vast amount of evidence of the most 
positive character proving the efficacy of 
Angier’s in sub-acute and chronic bronchitis. 
It not only relieves the cough, facilitates expect- 
oration, but it likewise improves nutrition and 
effectually overcomes the constitutional debility 
so frequently associated with these cases. 
Bronchial patients are nearly always pleased 
with this emulsion, and often comment upon 


its soothing, “‘ comforting ”’ effects. 
ng - 


Angier’s Emulsion 


THE ANGISE CHEMICAL OOMPAN! IIMITED, 4, CLERKENWELL BOAD, LOEDOS, 5.0.1. 
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After the Operation! 


CIMLAC RIBBON GAUZE 


will provide protection against post- 
operative infection from wound pathogens. 


In general surgery the local application of CIMLAC GAUZE 
proving of great value as a local antiseptic and healing agent 


ire now pleased to announce the availability of 
CIMLAC RIBBON GAUZE 


after extensive clinical trial, has proved to be an effective 
endaural dressing in the post-operative treatment of masto:dectomy 
and as a packing after sub-mucous resection and antrostomy 
CIMLAC RIBBON GAUZE is active against Gram-positive and 
Gram-negative pathogens and provides the healing properties ot 


sterile glyco-gelatin with free glycine 





— CIMLAC. 
Ribbon Gauze 


LITERATURE WITH PLEASURE ON REQUEST 


CALMIC LIMITED: Mjanufactuting Chemists» CREWE HALL+ CREWE 


Telephone: Crewe 3251/5 
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CO-OPERATION is quickly established between 
young patient and doctor when GLUCOVITE 
is the tonic prescribed. 

Its delicious flavour and attractive appearance 
are universally popular with children (and, it 
might not be out of place to say, with adults, 
too!). 

Adherence to the dosage time-table, so impor- 
tant in tonic therapy, thus presents no problem. 
GLUCOVITE combines vitamins A & D with 
glycerophosphates of manganese, sodium and 
potassium and ferric pyrophosphate in a deliciously 
palatable elixir. It has long been a firm 
favourite with doctors who have experienced its 
high acceptability and therapeutic effectiveness. 


Climcal samples and literature 
gladly, on request. 


GLUCOVITE 


TONIC ELIXIR 


Vitamins A & D with glycerophosphates and iron. 


0 
0 
0 
0 
0 
0 
8 
0 
6 


HOUGH HOSEASON & CO. LTD. - CHAPEL STREET - MANCHESTER 19 
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When Cons tyration 


and Nyperacidity 


—— — ad they usually ARE wee 


—_—— In the treatment of chronic constipation, 


particularly where it is associated with gastric hyperacidity, 
‘Mil-Par’ provides a reliable antacid laxative of unvarying 


are concuwneu — 


efficacy. 

A balanced combination of ‘ Milk of Magnesia’* with a 
selected grade of medicinal paraffin, ‘ Mil-Par’ neutralizes 
excess gastric acidity and checks the development of acid 
conditions in the lower alimentary tract. In the intestine, 
where it readily permeates the faecal mass, ‘ Mil-Par’ softens 
the bowel content and provides both lubrication and gentle 
stimulation. 

*Mil-Par’ is specially to be recommended during convalescence 
after operation or protracted illness; for infants and children, 
expectant and nursing mothers. 


‘MIL-PA 


ANTACID LUBRICANT 


Available in 8 oz. and 16 oz. Bottles 


Lebhu ( A 4 +. 1” Vid 


1, WARPLE WAY, LONDON, W.3, 


* ‘Milk of Magnesia’ is the trade mark of Phillips’ preparation of magnesia. 
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to help 
your acne patient 
get back 


‘Eskamel’ helps the young 
acne patient, worried about her 
appearance, to regain 


self-confidence quickly because 


1 *‘Eskame!’ is delicately flesh- 
tinted and masks unsightly lesions ; 
moreover it harmonizes so well with 


the skin that it is virtually 


invisible in use 


2 ‘ Eskamel ’ 
It usually brings definite 
improvement — not in months or 


weeks, but in a matter of days 


Formula : Resorcinol 2°,, Sulphur 


8°, in a stable, grease-free, flesh- 
tinted base. 


a significant advance in acne therapy 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE LONOON S.E.5 


for Smmrh K é r i International ¢ ner of the trade mark ‘ Eskamel 


TZ, 


EMPIITI 
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few drugs are successful owing to their inability to reach the site of infection 
By selecting antibacterial substances and combining them with agents which 


decongest, reduce discharge and promote drainage, this difficulty is overcome 


conanm uralgicin.. 


DESIGNED IT HAS PROVED PARTICULARLY EFFECTIVE. 


> Surcher information ie eveltable frem r Benger Laboratories 


CHESHIRE ENGLAND 
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PEPSIN AND ACID, although not 
the ultimate cause of peptic 
ulcer, create the corrosive medium 
which prevents the healing of the 
ulcer and jointly make possible its 
continuance and recurrence. 
The fundamental factor is, there- 
fore, to control the action of pepsin 
in a highly acid medium and 

to create an environment which 
permits the ulcer to heal. 
Gastric corrosion can be stopped 


instantly by ‘ALUDROX’ therapy 





gi undamentals 


which neutralises excess acid and 
partially inactivates pepsin but 
leaves the stomach in a sufficiently 
acid condition to allow normal 
protein digestion. ‘ALUDROX’ 
promptly relieves pain and in 
conjunction with a bland diet and 
rest ensures rapid healing of 


the ulcer. 


‘ALUDROX, is available in two forms: 
as an amphoteric gel in 6 oz. and 12 oz. 
bottles and as tablets in boxes of 60. 


‘Aludrox’ Aluminium hydroxide gel 


Trade Mark 


JOHN WYETH & BROTHER LIMSTED, 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 
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THERAPEUTIC PENICILLIN 
BLOOD LEVELS 


® sustained for 
, $6/48 hours 


A Minimal therapeutic level 

B 309,000 units of procaine penicil- 
lin suspension in oil with alumi 
nium stearate administered 
intramuscularly 

C 300,000 units of penicillin in 
aqueous solution administered 
intramuscularly 

Avloprocil’ contains the procaine salt of Crystalline Penicillin G in oily suspension 


(300,000 units per c.c.) with 2°,, aluminium stearate, and of'ers important advantages :— 
@ Effective penicillin therapy achieved with a single daily injection of | c.c. 
@ Therapeutic blood levels of penicillin maintained for at least 36-48 hours 


@ Administration is free from irritation and pain. 


é § Literature and further information avai ab.e 
on request, from your nearest |.C.|. Sales 
Office London, Bristol, Birmingham 
Manchester Glasgow, Edinburgh, Belfasc 


TRADE MARK and Dublin 


! c.c. vials, boxes of 10. Multi-dose vials containing 10 x | c.c. 
doses (singly and in boxes of 5). 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
A subsidiary company of Imperial Chemical Industries Ltd WILMSLOW, MANCHESTER 
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* NEW saver PRODUCT 


for Nasal Congestion 


No secondary congestion, no impairment of 

ciliary function and no local irritation. 

These qualities make ‘Neophryn’ an ideal 

local application for nasal congestion—particularly 
in children. The active principle is a 
sympathomimetic substance*. Its action on 

the nasal mucosa (}°,, aqueous solution) is 

quick (5-20 minute onset), long lasting (3-4 hours), 


and equally effective on repeated application. 


*m-hydroxyv — a (methylaminomethyl) benzyl alcohol HC! 


rade Mark Brand of nasal solut 


Packed in \-oz. bottle with dropper 


Medical literature is available on request 


BAYER PRODUCTS LTD., AFRICA HOUSE, 
KINGSWAY, LONDON, W.C.2 


ya 
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Now available 


‘DISTIVIT’ 


* Distivit ’ B12 is a sterile aqueous solution of crystalline 
vitamin B12, the most potent anti-anzmic substance known. 
Vitamin Bi2 is highly effective in the treatment of 
addisonian pernicious anemia, including the neurological 
complications of the disease. Good responses in other 
types of macrocytic anemia have been recorded. There 
are no known contra-indications to its use and there is no 
evidence that it gives rise to undesirable side-effects or 
to sensitization. ‘ Distivit ’ B12 is issued in three strengths, 
in ampoules containing 20, 50 and 100 micrograms per 
ml. in boxes of 5 x 1 ml. ampoules. 


Distributed by 
BURROUGHS WELLCOME & CO 
EVANS MEDICAL SUPPLIES LTD 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD 


Manufactured by 


P.tHE DISTILLERS COMPANY .\ 


(BIOCHEMICALS) LIMITED 


SPEKE LIVERPOOL 


‘DISTIVIT’, a trade mark, is the property of the manufacturers 
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Where bile 
is deficient, 
give... 


DESIBY I... stat wot nie 


DESIBYL Capsules contain fresh whole bile desiccated by a process 
that preserves the essential constituents with the minimum of 
alteration. Their four-fold action increases the formation of bile 
salts ; stimulates hepatic secretion ; promotes emptying of the gall- 
bladder and the drainage of the biliary tree, thus increasing the 
amounts of bile available in the intestinal tract. They provide whole 
bile directly, assisting naturally the restoration of normal biliary 
function, and do not contain added laxatives or synthetic bile salts. 


Indicated in all conditions where there is biliary deficiency 
including :— 

DEPRESSED LIVER FUNCTION INTESTINAL INDIGESTION 
ANOREXIA FLATULENCE STEATORRHEA 


particularly in obese, middle-aged or inactive patients 


Available in bottles of 50 and 500 capsules 


Parke, Davis HOUNSLOW, MIDDLESEX 


and Company, Limited a wee Telephone: Hounslow 236! 
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FRICTION 





Friction means destructive 
wear and tear and may 
mean danger. To the pa- 
tient with haemorrhoids, 
friction means pain and 
suffering. The specially pre- 

pared, gradually melting 
fatty base of Anusol* suppositories supplies continuous 
anti-friction treatment to the affected area 


this is the 
first aid, the immediate relief that Anusol suppositories 
offer. Inflammation and pressure on the nerve endings 
are safely relieved by the decongestive action of Anusol 
and, by the same physiological mechanism, extravasa- 


tion of blood is reduced. While relief is given in un- 
complicated haemorrhoidal conditions with 


Anusol, 
there is no risk of more serious lesions being masked. 


Bism. Subgall. 2-12°.,, Bism 
Resorcin 0-87 
tcid. Borie 17 


Oxid. 0-87° 
Perut 


Bism. Oxyiodogall 0-03, 
85 “Zine Oxid 10-60 . Bals. Available in boxes of |2 suppositories 
wae Also packages of 100 for d 


dispensing 
Not subject to P.T. on prescription 








NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIK 


William R.WARNER and G. tba Power Road.tLonaon UW 4, 
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Most mothers would lik ed their|children, To ensure this, 
they must be certain that thein intake of iron during pregnancy is 
adequate. 
If they can obtain a daily diet contgining calf's liyer, egg yolk and apricots, 
then they have little jto fear}—jthe iron jin these foods can be 
absorbed 100%. 
Red muscle meat and oysters are alsp valuable iron foods. 

If rationing or financial ns| make the regular intake of these 
foods impossible, we suggest that} mpthers be given Prenatalac. 

This Milk Food contains igon in the form of Ferri et Ammon Cit. (63 grains 
to the Ib.), fortified by the additjon| of Vit. D. equivalent to 800 i.u. per 
pint of Reconstituted Food. 



































fe) 
PRENATALAC 


ANALYSIS 
Reconstitut- Reconstitut 
Dry Food ed Food ry Focd ed Food 
(iin8 (i in 8) 
27.1 a 18.1 
26.5 rm 64.3 
37.5 Vitamin re iw. 
5 800 
0 





- iu 
Calcium rr © 230 mgems 

87.8 Phosphorus 175 mgms 
Iron 50 mems 


‘COWé GATE MILK FOODS 


Cow & Gate Ltd., Guildford, Surrey 
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For Safe 


and acceptable 


Sulphonamide Therapy! 


* Cremotresamide’ reduces the incidence of 
crystalluria—the primary factor casing renal 
complications in patients undergoing 
sulphonamide therapy. 


* Cremotresamide’ produces and maintains highly 
effective blood levels 


* Cremotresamide > combines low toxicity, excellent 


tissue distribution and good therapeutic efficiency 


* Cremotresamide’ is particularly acceptable to 
children, but will be found useful in all age groups 


Descriptive literature, clinical package and practical 
dosage card gladly forwarded on request. 


Sharp & Dohme Ltd., Hoddesdon, Herts. 


SHARP 
DOHM 


cremotresamide 


Triple Sulphonamide Suspension 
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For the relief of 





spasmodic and unproductive coughing... 





IPECOPAN 


an association of alkaloids of ipecacuanha and 
opium, which loosens bronchial secretion and 


exerts a sedative action on the cough centre. 


(1 mg. Ipecopan contains 0°84 mg. of the hydro- 
chlorides of the total alkaloids of opium, and 
0°16 mg. emetine hydrobromide.) 


Malted Tablets, each containing 3 mg. Ipecopan. 


Oral Solution, each ml. containing 5 mg. Ipecopan. 


Literature and samples available on request. 


\ 
ANDOZ 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.1 























| Wi. 
ip li; 


\\y 


a nasal vasoconstrictor with 
all these advantages: 


I 


} 


. 


1 Two-stage vasoconstric- 3 Remains at the site of 
tion — immediate and action — same viscosity 
prolonged without as mucus. 
secondary  vasodilata- 
tion. 


st \\i\\\\ 


a 


N 


Non-irritant -— pH ad- 
justed and isotonic with 
nasal secretion. 

Water miscible and non- Readily absorbed by the 
oily —no interference mucosa — low surface 
with ciliary action and fension. 

no danger of lipoid Suitable for both adults 
pneumonia. and children. 


— 

— 

= 

os 
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FENOX is indicated in the local treatment of the common 
cold, hay-fever, vasomotor rhinitis, sinusitis and other 
catarrhal conditions of the upper respiratory tract. It 
shrinks the swollen mucosa, maintains adequate drainage, 
and shortens the attack by diminishing the initial 
injury to the mucous membrane caused by intense 


~ FENOK 


Compound Isotonic Nasal Drops of Phenylephrine and 
Naphazoline 


¢ 


} 


Supplied in 4 fi. oz. dropper bottles 


Samples and descriptive literature 
availab‘e on request from The Medical Dept. 
BOOTS PURE DRUG COMPANY LTD., NOTTINGHAM. 
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The widespread and ready acceptance of 
‘Eskacillin’ so" by the medical profession, 


coupled with the recent fall 


‘ESKACILLIN’ 50 


in the cost of penicillin, has 
made it possible to reduce the price of this 


palatable liquid penicillin for oral use. 





Each 2 fi. oz. bottle contains 
800,000 I1.U. crystalline 
potassium penicillin G in a 
palatable liquid vehicle; 
each medical teaspoonful 
1 fl. dram) contains 
50,000 I.U. penicillin 








MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


for Smith Kline & French International Co., owner of the trade mark ‘Eskaciliin’ 
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Irgapyrin 


Amidopyrine 15% Sod }.$-dion0-1.2-d:pheny! 
duty! prrazohdeme 15% im S cc. sterde solu 


anti-inflammatory 


FUrirssiie 


for ghe treatment of 


gilt iaar la ameelalelialelats 


In tubes of 5 and 50 ampoules. Literature and samples on request from: 


PHARMACEUTICAL LABORATORIES GEIGY LIMITED 
NATIONAL BUILDINGS + PARSONAGE + MANCHESTER, 3 


PH29C 





THE PRACTITIONER 

















At n Effective Antacid - 
ALOCOL Cream 


Now making Alocol available 


in 3 convenient forms 


LOCOL, the well-known brand of 

Colloidal Aluminium Hydroxide, is now 
obtainable as a stable and palatable cream, 
thus presenting, with Alocol Powder and 
Alocol Tablets, three convenient ways of 
administering Alocol to meet every con- 
dition and preference. 
Alocol Cream—equally with Alocol Powder and 
Tablets—is a most effective antacid for the neutra- 
lization of hyperacidity in the treatment of 
dyspepsia, peptic ulcer and other conditions which 
irritate the gustric tract. 


Alocol Geam 
like Alocol Powder & Tablets- 


has these Advantages: 





@ Owing to its high reactivity it quickly 
neutralizes excess acidity. 

@ It has a reserve of neutralizing power and 
can thus control for a prolonged period 
the gastric acidity at the level most con- 
ducive to healing. 

@ It does not produce alkalization nor a 

| A. WANDER LTD., condition of alkalosis. 

Manufacturing Chemists, ALOCOL CREAM is supplied in bottles of 9 fl. oz. 

42 Upper Grosvenor St., Complete chemical history of Alocol with clinical 


Grosvenor Square, reports and supply for trial sent to physicians on 
London W.1. request. 











. po teeing ‘ Alocol’, in all its forms. is a strictly ethical 

KING'S I ANGI EY product; it is not advertised to the public. 
4 ye Fs ©) yi. 1, 

HERTS. M.348 
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IMALTOL presents special advantages to 
the physician requiring a product which 
incorporates important vitamins in a form 
entirely pleasant and acceptable to every 


patient 


‘Vimaltol’ is made from specially prepared 
malt extract of high protein content, yeast 
one of the richest sources of vitamin B—and 
Halibut Liver Oil, an important source of 
vitamins A and D. It is also fortified with 
additional vitamins and mineral salts, and is 
deliciously flavoured with orange juice 


‘Vimaltol’ is thus an important aid in the 
treatment of the many abnormal conditions 
resulting from the deficiency of one or more of 
the essential vitamins in the average everyday 
dietary 


The routine use of ‘Vimaltol’ helps normal 
development of the growing organism and the 
maintenance of correct metabolism, while 
raising the general resistance against infection 


‘Vimaltol’ has thus a very wide application in 
general practice for patients of all ages. It can 
be recommended with advantage at all seasons. 


A liberal supply for clinical trial 


sent on request 


F A. WANDER LIMITED, 
A Product of the ‘ Ovaltine’ 42 Upper Grosvenor Street, 
uM Research Laboratories Grosvenor Square, London W.1 
M 343 
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BY MOUTE 


lhe ti fi foil Via sein 


Penicillin by mouth has manifold advantages. 


* Tabloid * Penicillin Oral : 

@ Obviates the discomfort of injections. 
Is preferred by the patient. 
Reduces demands on the practitioner’s 
time. 


Is especially useful for children. 


of a TPL 


‘Tabloid ’ Penicillin Oral may be used alone 
or as an adjunct to parenteral penicillin— 
for example, to maintain adequate blood 
levels at night. For conditions requiring high 
dosage, a new strength—200,000 i.u.—is 
now available in addition to the 20,000 i.u. 


and 100,000 i.u. already issued. 


‘TABLOID’ PENICILLIN ORAL 


bea! BURROUGHS WELLCOME & CO. (The Wellcome Foundat «) LONDON 








ANNOUNCEMENTS 

















/AAANOIDS 


vans 





iNTROP 


PENICILLIN 


INHALATION 
SET 


ORAL INHALATION 


EACH SET CONTAINS 
One inhalator and two vials each co 
100,000 units crystalline penicillin potassium salt 


( FOR NASAL AND 


ntaining three capsules 


ALLOWED ON E.C.10 FORMS 


THE ARMOUR LABORATORIES 


(ARMOUR & COMPANY LTD.) 
LINDSEY STREET, LONDON, €E.C.| 
Telephone: CLERKENWELL 901! 


Telegrams: “ ARMOSATA-PHONE "' LONDON 














THE PRACTITIONER 








EVANS make a contribution to 
VITAMIN B,. THERAPY 


VITAMIN B,, would appear to be as 
effective as purified liver extracts in 
the initial treatment of classical perni- 
cious anaemia providing an adequate 
dietary protein intake is maintained 
during therapy. It will, however, be 
some years before a final assessment 
can be made of the value of this vita- 
min in maintenance treatment. 

Bitevan will be found to be of value 
in the treatment of those cases of per- 
nicious and other macrocytic anae- 
mias, responsive to Vitamin Byo, 


particularly in the treatment of those 


patients who have become hypersen- 
sitive to parenteral liver injections. 

For convenience of administration 
Bitevan is made available in strengths 
of 20, 50 and 100 microgrammes per 


ml., in boxes of 6 and 100 ampoules. 


BITEVAN 


TRADE MARK 
VITAMIN B,, CONCENTRATE 
Further information on request from 
Medical Information Dept., Speke, Liverpool 19 
or 50 Bartholomew Close, London, EC1 
EVANS MEDICAL SUPPLIES LTD 


VERSEAS COMPANIES AND BRANCHES, AUSTRALIA, BRAZIL 
eine NDIA, PAKISTAN SOUTH AFRICA SOUTH EAST ASIA 
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THE MONTH 


By tradition, based upon the requirements of our readers, the symposium 
in the December issue is devoted to infections of the respiratory tract, 
representing, as they do, the bulk of the conditions which 
The the general practitioner encounters at this time of the year. 
Symposium ‘This year the symposium deals with upper respiratory in- 
fections. The two articles on the treatment of acute tonsillitis 
and of acute sinusitis correlate recent advances in treatment with the well- 
established general principles of therapy in a manner which should prove 
most useful to the practitioner by ensuring that his patients receive the full 
benefits of these advances, whilst ‘the problem of chronic nasal catarrh’ is 
an essentially practical discussion of one of the bugbears of general practice. 
Upper respiratory infections in infants provide some of the most worrying 
cases encountered in practice at this time of the year, and the article on this 
subject will therefore be particularly welcome. The advent of streptomycin 
has revolutionized the ou‘ ‘ook in laryngeal tuberculosis, and the advances in 
this field are fully reviewed in the article on ‘tuberculosis of the upper 
respiratory tract’. Closely related to this problem is that of the ‘husky voice’, 
and the practitioner will find in the contribution with this title much useful 
advice as to how to recognize the underlying cause of this troublesome 
symptom. The radical change in outlook on the problem of tonsils and adenoids 
in children is fully reviewed in the final article in the symposium. 


Captain H. F. C. CROOKSHANK becomes Minister of Health at a critical 
stage in the development of the National Health Service. His predecessor, 
Mr. Marquand, had a thankless task, trying to mollify the 

The _ brusqueries and indiscretions of his predecessor, and yet know- 
New _ing that his period of office was limited by the imminence of a 
Minister General Election. In the short time at his disposal he did much 
to undo the ill-feeling which existed when he took office. In 

many ways therefore the new Minister is the direct heir to the legacy of 
frustration, broken faith and disillusion which Mr. Bevan left behind him. 
As we see it, two fundamental problems face Captain Crookshank. One is 
to restore the confidence of the medical profession. It is all very well for a 
Minister in the late Government to say on the eve of the poll that doctors 
are ‘worthy of their hire’. It is over three years since the Service was intro- 
duced, and general practitioners are still awaiting the fulfilment of promises 
then made concerning remuneration. But we would appeal to the new 
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Minister to raise the negotiations with the profession from the purely 
financial level to which they were reduced by the attitude of Mr. Bevan, 
and to disperse immediately the innuendo that his predecessor so insistently 
promulgated that the doctors of the country were more interested in their 
remuneration than in the success of the Service. The other outstanding 
problem is to render the Service solvent within the limits imposed by the 
Treasury. Much can be done in this way by reducing costs (e.g. excessive 
hospital staffs) and by reducing unnecessary calls on the Service (e.g. 
nominal charges for prescriptions and appliances, as well as dentures and 
spectacles). Such measures will require political courage, but in a 
Churchillian Government such can be taken for granted. In wishing Captain 
Crookshank every success in his new office, we have no hesitation in assur- 
ing him that in whatever he does for the improvement of the National 
Health Service he will have the loyal support of the doctors of the country. 


THE toxic potentialities of modern therapy cannot be too often emphasized. 
The very fact that so relatively few fatalities occur with the potent remedies 
now available is a striking tribute to the care which is exercised 

Drugs by the research departments of the leading pharmaceutical or- 
and = ganizations of the world before the drugs are released for 
Their general use. On the other hand, the individual practitioner is 
Dangers not concerned with averages but with individual patients, and 


it is no consolation to either doctor or patient (or relatives, as 
the case may be) to know that the unpleasant reaction (or demise) occurring 
as a result of certain treatment is the sort of thing that happens to only 1 in 
every 1000 patients treated. This, of course, is no argument against using 
new remedies, but merely one in favour of the clinician exercising reasonable 
care in using a new potent drug. A recent article in the Journal of the 
American Medical Association (September 29, 1951, 147, 377) on ‘drug 
fatalities’ subserves a useful function by drawing attention to the dangers 
inherent in the use of even well-established drugs. It is an analysis of the 
107 drug fatalities reported in the literature since the end of 1946, excluding 
deaths due to ‘poisonings of the accidental or suicidal type’. The drugs 
responsible for these fatalities included dicoumarol, sulphonamides, thioura- 
cil, the thiocyanates, cinchophen, antabuse, penicillin, streptomycin, the 
organic mercurial diuretics, and aminophylline. It is also of interest to note 
that diagnostic procedures contributed their share of deaths. For instance, 
twenty-six deaths occurred as the result of angiocardiography (6,824 ex- 
aminations). Comparable figures for Great Britain would probably be lower, 
as our innate conservatism tends to protect our patients from the exuberant 
use of much-vaunted new remedies, but even so, accidents (fortunately, not 
always fatal) do occur. Whilst it is the duty of every practitioner to protect 
his patients from the potentially dangerous effects of new remedies, it is 
equally incumbent upon him to ensure that excessive caution does not de- 
prive his patients of the potentially life-saving properties of a new drug 
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when such medication is called for. Probably as sound a working rule as 
any for the practitioner is that, when in doubt, he defers using a new remedy 
until he has had the opportunity of obtaining expert advice, except in the 
case of an illness threatening life, when speed may be the essence of success. 
In such cases, when a life is at stake, the practitioner is justified in using a 
remedy which may be life-saving even though certain risks are involved. 
What is never justified in practice is to run the risk of endangering health or 
life in a patient suffering from a non-fatal disease. 


Two avoidable causes of road accidents are crying out for urgent atten- 
tion. One, referred to recently by the Duke of Edinburgh in his capacity 
as President of the Automobile Association, is the utter in- 
Road adequacy of the tail lights displayed on many commercial 
Accidents vehicles. These are often no more than a mere pin-point of 
red, all but obscured by mud. An investigation by the De- 
partment of Scientific and Industrial Research has shown that g per cent. of 
all road accidents at night are caused by inadequate rear lights (costing the 
community {2,000,000 a year), and that 60 per cent. of commercial vehicles 
have rear lights less than one-tenth of the specified brightness. The danger to 
following traffic is one of the greatest hazards of the road to the motorist driving 
after dark. In a fast car it is impossible to see such lorries until it is almost too 
late to take avoiding action. This is a disgraceful state of affairs which could 
be rectified within a very short time by legislation. The other danger to motor- 
ists and motor-cyclists is the habit of so many motorists stopping for picnic 
meals or rests on arterial roads. There is a time and place for everything, but 
it shows a certain lack of consideration for others when a motorist is not pre- 
pared to stop down a side-road, or park in an in-lay, for his meal, but insists 
upon making a public danger of himself to other motorists. Here again, as in the 
case of tail-lamps, we might take a lesson from certain continental countries 
which forbid such parking on main roads, and also insist upon lorries 
displaying lights indicating their over-all width and height. 


Tue price of freedom is eternal vigilance. The insidious infiltration of the 
State into family life, with the accompanying gradual diminution in in- 
dividual liberty, renders it increasingly important that those of 

A us who value the ‘five freedoms’ should be on our guard against 
Father’s unnecessary interference with the liberty of the subject. In this 
Rights connexion a recent court case is of particular interest to mem- 
bers of the medical profession. According to the Manchester 

Guardian (October 24, 1951), a father was fined 20s. at Belfast under the 
Children’s and Young Persons’ Act for ‘neglecting the sight of his daughter, 
aged nine, through failing to provide her with adequate medical aid available 
under the Health Services Act’. The press report states that ‘the child was 
shortsighted and needed glasses after being tested by the use of atropine’. 
The father refused his consent to the use of atropine on the grounds that he 
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‘had suffered from lapses of memory and had difficulty in concentrating’ 
after being given atropine for an eye condition some years before, and he 
objected to its use in his daughter’s eyes lest the same thing happen to her. 
According to the evidence presented in court, the child was otherwise well 
cared for. In fining the father, the magistrate is reported to have told him 
that ‘if he persisted in his attitude and came before him again, he (the 
magistrate) would be failing in his duty if he did not send him to prison’. 
We are not concerned here with the dicta of magistrates, but we are dis- 
turbed to learn that, apparently, a father can be threatened with imprison- 
ment in a case such as this. It is well known that atropine sensitization can 
produce quite painful manifestations in some individuals and, if a father 
has had such an unpleasant experience, it scarcely seems unnatural that he 
should dread the same thing happening to his child. Nor, in-the quite 
full report in the Manchester Guardian, is there any mention of alternatives 
to atropine, such as lachesine, having been recommended for use in this 
particular child. There will be few doctors who will not agree with the 
defending solicitor when, according to another press report, he said ‘A 
father should have the right to say what is right for his child, but this has 
been taken away from him’. 


A RECENT innovation in Canadian hospitals will arouse mixed feelings 
among patients and potential patients in this country. According to the 


Canadian Medical Association Journal, ‘twenty-three hospitals 
Telecarts in Ontario and Quebec are now using telecarts—telephones 
installed on wheeled carts—to provide service for patients 
confined to bed’. First developed for use in military hospitals, telecarts have 
become so popular that civilian hospitals are using them on an increasing 
scale; the Royal Victoria Hospital, Montreal, for instance, has sixteen of 
them. Apparently, the procedure is that a patient informs a nurse that he 
(or she) wishes to telephone. Within a few minutes the telecart is wheeled 
alongside the bed and the patient is able to phone to his (or her) heart’s 
content. Hospitals in which telecarts have been installed report that these 
‘portable telephones have done much to relieve the sense of isolation and 
loneliness so often experienced by patients in hospitals’. ‘This may be the 
case in Canada (and U.S.A.), and might possibly be for a section of the 
population over here. On the other hand, one cannot imagine the average 
British male becoming ecstatic at the prospect of having to telephone from 
bed while in hospital. Certainly to the vast majority of professional men it 
would be anathema. Is not the absence of the telephone one of the few con- 
solations for being in hospital? For the ladies we do not feel qualified to 
speak, but we would be surprised if the majority of them did not fall for 
portable telephones. We certainly hope that Miss Jeanne de Casalis will fall 
for the idea. The telecart seems the perfect setting for one of those joyously 
mad telephone conversations which for so long have held their own as 
supreme examples of the comedienne’s art on the radio. 





THE PROBLEM OF 
CHRONIC NASAL CATARRH 


By W. A. MILL, M.LS., F.R.C.S. 


Surgeon, Ear, Nose and Throat Department, St. Thomas's Hospital; Surgeon, Ear, 
Nose and Throat Department, Royal Cancer Hospital. 


THE nose has a number of important functions, and among them is its 
warming and moistening of the inspired air. At the same time it filters from 
the inspired air any particulate matter it contains, especially dust and 
bacteria. For these purposes the nasal mucous membrane is lined by ciliated 
epithelium, and it is well supplied with blood vessels and with secretory 
glands. By variations in the size of the blood vessels the thickness of the 
mucous membrane may be increased or diminished, and so the size of the 
nasal cavity may be adjust d. It has been estimated that, in the process of 
moistening the inspired air, the nose secretes nearly a quart (0.9 litre) of 
fluid in the course of the twenty-four hours. Mucus secreted by the glands 
forms a continuous covering or blanket over the mucosa; this, being sticky, 
traps entering bacteria or dust. The blanket of mucus is continuously moved 
backwards in the nose by the cilia in the lining epithelium, so that the 
mucus reaches the nasopharynx and passing down into the pharynx is 
eventually swallowed. One is not normally conscious of the process. 

The mechanism of these different processes is delicately balanced. Under 
the influence of abnormal conditions, and of various irritations and inflam- 
mations, the balance may be upset, and stuffiness of the nose. may result 
together with an increased discharge, which may become noticeable and 
a nuisance to the patient. 


DEFINITION OF CATARRH 

By catarrh is meant either the actual discharge from the nose or the in- 
flammation of the mucous membrane which causes the increased flow of 
mucus. In ordinary practice, and certainly in the minds of many pa: ients, 
it conveys that there is a nasal discharge, very often a postnasal discharge 
associated with a feeling of nasal obstruction or stuffiness. These symptoms 
of increased, noticeable and annoying discharge with stuffiness may be pro- 
duced by a number of causes, and the disentangling of these to establish a 
true diagnosis will often present the greatest difficulty. 


GENERAL CONSIDERATIONS 
As well as local causes in the nose there are often general factors at work, 
and these should always be borne in mind when considering the case. ‘The 
patient should be encouraged to give a full account of his symptoms, and 
then by careful questioning further details are obtained. One should inquire 
into what, in the patient’s opinion, caused the onset of symptoms. It may 
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have followed a cold, or a series of colds, or an attack of influenza, or bathing, 
particularly bathing in a bathing pool. 

Working conditions——The patient may live or work in an unhealthy 
atmosphere; such workers as flour-millers, furriers, bakers, saw millers, 
stone masons and cement workers, or any worker in a dusty atmosphere may 
become subject to catarrh. Many city dwellers find that when they go 
away for a holiday to the seaside or to the mountains or countryside their 
nasal catarrh leaves them, only to return again when they travel back to the 
vitiated air of the cities. They return, of course, not only to the smoky air of 
the city but to their daily toil with its usual load of anxieties, and to crowded 
and often ill-ventilated public transport systems, and back comes their 
catarrh and with it very often a sense of chronic fatigue. Many sufferers 
from catarrh blame on to it a good deal of their feeling of subnormal health; 
their headaches, the heavy feeling round the root of the nose and the eyes, 
their inability to concentrate and to think clearly. 

Climatic conditions often play an important part. Catarrhal symptoms tend 
to be worse in damp, muggy, and thundery weather and less marked on 
crisp, dry days, especially when there is a nip in the air. Many will have 
experienced the unpleasant nasal symptoms that may occur in the over-dry 
centrally heated air of some Swiss mountain hotels dusing their Continental 
winter sports holidays. 

Habits and diet.—Excessive smoking, particularly cigarette smoking, and 
over-indulgence in alcohol certainly aggravate catarrh. A good well-balanced 
diet is necessary to the proper health of the mucous membranes. A diet 
containing an excess of carbohydrates is thought to encourage catarrh, and 
hurried scrappy meals, with resulting gastro-intestinal upsets, may well 
play a part. Vitamin deficiency is another possible factor in its production. 
The diet may be deficient in vitamins, and the eating of fresh fruit, salads 
and uncooked vegetables should be encouraged. When necessary, vitamin 
preparations should be prescribed. It may be that vitamin absorption is 
being rendered deficient by some habit the patient has formed. Alcohol 
disturbs the absorption and utilization of the vitamin B complex. Liquid 
paraffin hinders the absorption of vitamin A and perhaps others. 

Some patients are poor sleepers and they are often inclined to blame their 
catarrh and nasal obstruction for this. Any nasal obstruction is always worse 
and more noticeable at night, the lower nostril being the more affected. The 
giving of sedatives so that restful sleep is obtained will often help the nasal 
symptoms. 

Personality and self-treatment.—Many sufferers from catarrh are found 
to be hypochondriacal personalities, and they may be valetudinarians. 
Encouraged by advertisements to try various remedies they have developed 
the habit of never leaving their nose alone, but doctor it with some pre- 
paration regularly, and often several times a day. Many use vasoconstrictors 
which, although at first they may give temporary relief, if persisted in will 
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produce a congested and sodden-looking mucous membrane not unlike that 
seen in allergic rhinitis. If such patients can be persuaded to leave their nose 
untreated there is often, after a day or two, a considerable improvement in 
their symptoms. Some preparations hinder the proper working of the cilia, 
and the stagnation of the mucous traffic in the nose adds to the catarrhal 
stuffiness. 

Certain patients make a habit of douching their noses. Some use water 
and some proprietary preparations. It is likely that by so doing they increase 
their catarrh. Only occasionally does one meet a patient who uses an isotonic 
solution, generally normal saline. 

Allergic factors—In some cases the symptoms will indicate that the main 
trouble is allergic rhinitis with bouts of sneezing, stuffiness and watery dis- 
charge, which may be profuse. In others, the allergic basis of the catarrh 
may not be so obvious until inquiry is made into a family history of such 
trouble as associated disturbances, e.g. migraine or eczema. In cases without 
the sudden and dramatic allergic attacks and in which an allergic basis is 
suspected, the response to antihistamine drugs may be used as an aid to 
diagnosis. 

Endocrine factors seem to play a part in some cases. Catarrh, and often 
allergic catarrh, may make its first appearance at puberty, during pregnancy 
or at the menopause, when ovarian hormone may help in its relief. If thyroid 
deficiency is suspected, small doses of thyroid may be given. 


EXAMINATION OF THE PATIENT 


In talking to the patient a general assessment will have been made of his 
alertness and temperament and of his attitude to his health. The nose is 
examined with the nasal speculum and the nasopharynx with the postnasal 
mirror. The pharynx and tonsils and often the larynx should also be in- 
spected. Careful attention should be given to the condition of the teeth and 
gums, which may require treatment. Any sign of vitamin deficiency evi- 
denced by superficial glossitis or fissures at the corners of the mouth will be 
noted. 

The condition of the nasal mucous membrane, its colour and thickness, 
and any nasal deformities such as deflection of the septum, will be noticed. 
Sometimes sticky, thread-like strings of mucus will be found stretching 
across the nasal cavity. In women quite often face powder will be seen on 
the anterior ends of the inferior and middle turbinals and on the anterior 
part of the septum. It is well to press the nasal mucosa with a probe to 
estimate its thickness. It is possible to see farther back into the nose after 
shrinking the mucosa by spraying with a solution of cocaine hydrochloride 
(5 per cent. or 10 per cent.). The subsequent shrinkage of the lining mem- 
brane gives an indication of its state of congestion. 

Often during the examination the patient will say he can feel the catarrhal 
discharge either in the nose or in the nasopharynx. It is well to look carefully 
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to see if it be present. It is useful also to ask the patient to produce this dis- 
charge, if he can, by hawking back into the nasopharynx and expectorating 
into a receiver. So often the ‘discharge’ will be found to be merely frothy 
saliva. 

Transillumination will give an indication of the state of the sinuses. 
X-ray examination, however, is a much more certain aid, and in cases of 
doubt the sinuses should certainly be X-rayed. 


PARTICULAR CAUSES OF NASAL CATARRH 


Some of the conditions which produce chronic nasal catarrh will now be 
considered. 

Chronic sinusitis—-Whilst any or all of the sinuses may be affected, 
maxillary sinusitis is by far the most common and accounts for many cases 
of nasal and postnasal catarrh. Discharge may be seen in the nose under 
cover of the middle turbinal or in the nasopharynx resting on the posterior 
end of the inferior turbinal. Transillumination will show dullness of the 
affected antrum, and X-ray films will show opacity. From an examination of 
the films it may be possible to determine whether or not fluid is present 
in the antrum, and an estimation of the severity and chronicity of the in- 
fection may be possible. Quite often a slight opacity will indicate merely 
some thickening of the lining membrane. Further investigation, if it seems 
warranted, by antral puncture and lavage, will enable a decision to be made 
as to the appropriate treatment to be adopted. 

In severe infections, particularly when there is a dental cause, operation 
to drain the infected antrum may be needed. In other and milder cases re- 
peated antral puncture and lavage may clear up the condition. In some cases 
of slight infection little will be found on lavage beyond a few threads of 
mucus. Conservative treatment is indicated in these cases, particularly if any 
allergic element is suspected or if there is marked swelling of the nasal 
mucosa. Some, but by no means all, rhinologists favour the ephedrine re- 
placement treatment of Proetz for these mild cases. A good holiday in 
mountain air is often a help. 'To facilitate drainage and to increase aeration 
a spray of ephedrine hydrochloride, 0.5 or 1 per cent. in normal saline, may 
be used for a limited period of a few weeks. A solution of silver proteinate, 
5 or 10 per cent., either alone or containing ephedrine 0.5 or 1 per cent., 
is often useful. If it is considered that allergic factors are playing a part one 
of the antihistamine preparations should be given (‘thephorin’, 25 mg. 
thrice daily, or ‘anthisan’, 100 mg. thrice daily). Ephedrine given by mouth, 
} or 4 grain (16 or 32 mg.) thrice daily either alone or sometimes with 
phenobarbitone, } or } grain (16 or 32 mg.) thrice daily, is often beneficial. 

Nasal polypi are readily recognized. If they are multiple their presence 
indicates an infection of the ethmoidal cells and some catarrh is usual. The 
single large antro-choanal polyp may be seen lying in the nose, but is more 
readily seen in the nasopharynx. It indicates antral disease, and a radical 
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antral operation will be required to remove it and prevent its recurrence. 
In many cases of nasal polypi there is a strong allergic factor as well as the 
infective element. Antral or other sinus infection will be disclosed by X-ray 
examination. The extent of this, perhaps investigated further by antral lavage, 
will determine what line of treatment should best be pursued. Local re- 
moval may be all that is required, but in the presence of much accompanying 
sinus infection the removal of the polypi may be combined with an operation 
to drain the infected sinuses. 

Deflected nasal septum.—Many patients in whom the septum is deflected 
will complain merely of nasal obstruction of one or both sides of the nose, 
depending upon the extent of the deformity. Some, however, complain of 
catarrh, and it is often found that after a cold the nose takes a long time to 
get back to normal. The decision as to whether or not to straighten the 
septum by operation should depend upon the degree of obstruction and an 
estimate of the likely benefit to the patient if an operation is undertaken; 
this is not always easy to arrive at. 

Chronic rhinitis and hypertrophic rhinitis.—In these conditions there is a 
chronic catarrhal inflammation of the nasal mucous membrane. They some- 
times result from repeated acute infections, but are often secondary to some 
other nasal or sinus trouble. In their etiology some of the general factors 
already indicated, such as smoking, alcohol and dusty atmosphere, quite often 
play a part. 

The nasal mucous membrane is found to be congested and thickened, 
sometimes reddened and sometimes pale. In time, marked hypertrophy of 
the mucosa, particularly of the inferior turbinals, may take place. By spray- 
ing in cocaine solution it is possible to assess the degree of the hypertrophy. 
Care must be taken to eliminate sinus infection as a cause of the condition 
of the nasal mucosa. There is often marked nasal obstruction, to which a 
deflection of the septum may contribute. 


TREATMENT 


Enough has been said already to indicate the lines of general treatment to 
be adopted, and what general advice about living habits, fresh air and 
exercise should be given. 

If there is much mucoid discharge one of the spray solutions already 
suggested (ephedrine, 0.5 per cent. in normal saline, or silver proteinate, 
5 per cent.) may be found useful. The following is a good bland, non-irritating 
spray: 

Sodium bicarbonate 5 grains (0.32 g.) 
Sodium biborate § grains (0.32 g.) 
Sodium chloride 5 grains (0.32 g.) 
5 grains (0.32 g.) 
‘ 3 fluid ounces (85.5 ml.) 
To this, ephedrine, 0.5 per cent., may be added. 


On the whole, nasal douching should be avoided. Some patients, however, 
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are very expert at it and can do it quite safely; normal saline is probably 
best. 

If there is much permanent thickening and hypertrophy of the nasal 
mucosa, the galvano-cautery may be used to produce scarring and reduction 
in the thickness. Occasionally, and being very careful not to overdo it, some 
of the hypertrophic fringes on the inferior turbinal may be cut off with 
scissors. Sometimes the bone of the inferior turbinal may be removed by a 
submucous resection operation, with considerable benefit. 

In certain cases in which the mucous membrane has a pale, sodden, 
allergic look, treatment on the lines suggested for allergic conditions should 
be tried. Treatment by vaccines gives such disappointing results that they 
have been largely discarded. 

Nasopharyngeal catarrh.—In most cases this is due to conditions in the 
nose and sinuses, and it is to them that treatment should be directed. Some- 
times, however, a local nasopharyngeal condition is responsible for the 
symptoms. Adenoids may persist into adult life and their removal may be 
necessary. In some cases the developmental pouch of Luschka may persist 
as the pharyngeal bursa and produce thick discharge and occasionally a 
nasopharyngeal crust of dried muco-pus. Some relief may be obtained by 
douching or the use of a spray:— 

Chloretone (chlorbutol) 2 grains (0.13 g.) 
Sodium bicarbonate 2 grains (0.13 g.) 
Glycerin 5° minims (3 ml.) 
Normal saline to 1 fluid ounce (28.5 ml.) 

Allergic conditions.—The subject is a vast one and can be dealt with here 
only very briefly. Sufferers from hay fever and pollen sensitivity whose 
symptoms are most marked in the early summer often also suffer from 
catarrh. With so-called allergic rhinitis and spasmodic rhinorrhea, symp- 
toms often occur at any time of the year, but usually tend to be more marked 
in the winter months. It may be possible by careful questioning to find out 
the causative allergen. If it can be avoided, considerable relief will be felt. 
Feathers (feather pillows and eiderdowns), face powder, soap powder and 
house dust, are common allergens, and some, at any rate, can be avoided. 
Women patients should be advised not to inhale when powdering their 
nose. The quantity of powder to be seen in some noses is amazing. This 
alone may cause severe catarrh. 

On examining the nose the mucosa is found to be pale and sodden and 
almost a pale violet in colour. The appearances are sometimes mistaken for 
polypi. 

The various antihistamine drugs may give relief. On the whole nasal 
sprays should be avoided, but the weak ephedrine in saline spray already 
mentioned may be tried. 

Skin testing with a view to recognition of sensitivity to particular allergens 
may be carried out with the object of desensitization. This occasionally 
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gives dramatic results, but the results are very often disappointing. If it is 
thought worth while pursuing this line of treatment it is probably best to 
refer the patient to an allergist. 

Certain patients do not have the full-blown dramatic allergic attacks, but 
have merely a stuffy nose with some catarrh and a nasal mucosa typically 
‘allergic’. In these cases it is worth trying the effect of the antihistamine 
drugs. Cauterization of the nasal mucosa using the galvano-cautery will 
often give relief. In some of these cases thickening of the antral lining 
membrane will be demonstrated in the X-ray film. 

Many allergic patients benefit by taking a mild sedative (phenobarbitone, 
} or $ grain (16 or 32 mg.) thrice daily, and ephedrine, } or 4 grain (16 or 
32 mg.) thrice daily, by mouth may well be of value. 

Zinc ionization applied to the nasal mucuous membrane had at one time 
a great vogue; it is still an occasionally useful palliative. 


OTHER CAUSES OF NASAL CATARRH 

The various recognizable organic causes of nasal catarrh have been 
enumerated and reviewed. There still remain to be considered, however, 
many patients who complain of catarrh and in whom no particular organic 
lesion can be found. They complain bitterly of postnasal catarrh: sometimes 
their nose is clear, sometimes it feels stuffy, they look tired and feel tired, and 
often sleep badly; their head, they say, does not feel clear, and they cannot 
think clearly and properly; they have vague headaches; often they blame 
swallowed postnasal discharge for symptoms of indigestion. No real ab- 
normality will be found in the nose, nasopharynx or sinuses of many of 
these patients. There would appear to be no allergic factor. They are in- 
clined to prescribe for themselves and have often tried many anti-catarrhal 
remedies. They will not leave their nose alone and it is always in their 
thoughts. One must label some of them ‘nasal neurotics’. Their nose and 
particularly their catarrh are blamed by them for a very large part of their 
run-down feeling. 

The general health will often require attention. Perhaps their daily life is 
too full of anxieties and frustrations. Some may suffer from a faulty diet, 
too hurried meals, or from some vitamin lack. Many suffer to some extent 
from insomnia. 

More than anything else a good holiday with good food will be the best 
advice that can be given. With this should be combined some help to sound 
and restful sleep, and their weaning away from the various nasal medica- 
ments upon which they depend to face their daily life. Fresh air, good 
ventilation, and healthy exercise, with occasional helpful suggestion from a 
sympathetic family doctor will often work a real change. Their return to 
better health may be helped by the giving of suitable sedatives. 


NASAL CATARRH IN CHILDREN 
Many children seem to have endless colds and during the winter months 
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their nose is always stuffy and often running. In time many of these children 
‘grow out’ of their catarrhal state as they acquire immunity to nasal in- 
fections. In many, however, there is marked hypertrophy of the adenoids. 

Adenoids.—It is possible to see these with the postnasal mirror in most 
children, even quite young ones. The removal of adenoids is certainly one 
of the most helpful procedures in restoring sickly children to health. The 
condition of the tonsils and frequent attacks of tonsillitis may necessitate 
tonsillectomy at the same time. 

Sinusitis—In some children one or both antra may be found opaque on 
X-ray examination. Antral lavage at the time of the adenoid operation is 
easy to carry out. lf muco-pus or much mucus is found this procedure may 
be repeated, but usually, once the adenoids have been removed, the mild 
sinusitis tends to clear up. It may be helped to do so if a course of nasal 
drops (ephedrine, 0.5 or 1 per cent. in normal saline) is given regularly for 
some weeks, or even months. Some prefer at the time of the antral lavage to 
introduce through the cannula a very fine polythene tube which can be left 
in the antrum, and through this, daily lavage and perhaps the instillation of 
a penicillin solution can be carried out without the need of repeated 
puncturings. 

Certainly only exceptionally and very reluctantly, should drainage opera- 
tions on the antra be undertaken in children. 

Diet.—Cod-liver oil and malt and other vitamin preparations help some 
catarrhal children very much. It may well be found that advice as to a 
proper diet is what is needed. There may be too many sweet and starchy 
foods in the diet and too little fruit and salads. 

Exercise and fresh air.—Breathing exercises are no doubt beneficial, but 
to a child they are exquisitely dull, and it is better to encourage playing and 
games, and probably the rowdier and noisier they are the better in helping 
to remove any mucoid discharge from the nose. Certainly it is important 
that the child should breathe through the nose, particularly after adenoidec- 
tomy, but the suggestion to do so should be by encouragement and not too 
much by order. 

Fresh air and sunshine and a good holiday, especially after acute in- 
fections, will often improve catarrh in a small child. On the whole I am 
against treatment by nasal drops unless there is a definite sinus infection 
present. 

Allergic tendencies.—In many children who suffer from catarrh there is 
probably an allergic tendency. The family history will give a clue to this. 
When there is some doubt the various antihistamine drugs in elixir form 
may be given to see if benefit results. If they are successful they may be 
given for short periods from time to time. 

Finally, children must be taught to blow their noses properly. 





THE TREATMENT OF ACUTE TONSILLITIS 


By J. W. S. LINDAHL, M.Cnuir., F.R.C.S. 
Assistant Surgeon to the Aural Department, London Hospital. 


Acute tonsillitis, which occurs sporadically and in small epidemics, is so 
common a condition that anyone in active medical practice must have con- 
siderable experience in its treatment and, accordingly, fairly definite views 
on the value of the various remedies available. This article is intended as a 
general survey of the treatment of the condition as it stands today, with 
some emphasis on assessing the value of the newer methods such as the 
sulphonamides and the antibiotics. It is proposed to restrict the discussion 
to the treatment of acute tonsillitis in adults and older children, the treat- 
ment of acute respiratory infections in infants being dealt with elsewhere 
in this issue. 
DIAGNOSIS 


Treatment depends upon diagnosis, and in most cases the diagnosis of acute 
tonsillitis presents little difficulty. The danger of missing a case of diphtheria 
has been instilled into us since our student days, and the possibility of its 
occurring must never be forgotten, although nowadays diphtheria is be- 
coming a rare disease. Every now and then some other condition will occur, 
and it is worth while bearing in mind that a sore throat is an early symptom 
of many infectious diseases, and that Vincent’s angina, glandular fever, 
secondary syphilis, agranulocytosis, and acute leukemia can all simulate 
acute tonsillitis. 

A further important point in diagnosis is to identify the infecting or- 
ganism. Acute tonsillitis and pharyngitis are commonly referred to as a 
‘strep. throat’. A streptococcus is the most common infecting organism, but 
it is by no means invariably so; several recent investigations have shown its 
incidence to vary from-46 to 83 per cent. in different series, whilst other 
infecting organisms include hemolytic and non-hemolytic staphylococci 
and pneumococci. Also, some of the less typical cases of tonsillitis, often 
non-exudative, are probably due to virus infection. 

This leads to the question of when to take a swab. Naturally the counsel 
of perfection is that a swab should be taken and cultured in every case of 
acute tonsillitis, but this is rarely feasible in a busy practice; nor, perhaps, 
is it really necessary, particularly when a series of cases occurs in circum- 
stances in which it can reasonably be assumed that they have infected each 
other. The best compromise to suggest is that a swab should be taken from 
every case when there is any doubt of the diagnosis, in severe cases, and in 
cases which do not react well to treatment. In the last two categories the 
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bacteriological report would be of particular value in the selection of the 
most suitable antibiotic. 


GENERAL MEASURES 


When considering the active treatment of acute tonsillitis it should be re- 
membered that it is a general disease and also that it is infectious, sometimes 
highly so. Even mild cases are better treated in bed, thereby shortening the 
duration of the illness, lessening the chance of complications, and providing 
some degree of isolation. Combined with this, good ventilation, light diet, 
plenty of fluids and an anerient, such as calomel followed by salts, are all 
sound and accepted init.al measures in treatment. 


LOCAL TREATMENT 


Gargles, sprays and inhalations.—Local treatment must to some degree de- 
pend upon the severity of the case and, except in very severe cases and in 
small children, a warm gargle, frequently repeated, is always helpful and 
soothing. There are numerous proprietary preparations on the market, but 
the ordinary aspirin gargle holds its place as one of the best remedies of its 
kind, whilst for the occasional case that does not tolerate aspirin, glyco- 
thymoline is pleasant and effective. In very. severe cases when gargling is 
impossible, considerable relief may be afforded by gentle irrigation of the 
throat with, say, warm glycothymoline, using a Higginson’s syringe with the 
patient lying on his side. In some cases sprays of glycothymoline or weak 
argyrol, or inhalations containing 5 grains (0.32 g.) of menthol in 1 ounce 
(28.5 ml.) of compound tincture of benzoin give relief, whilst hot fomerta- 
tions to the neck are usually found comforting by the patient. 

A mild attack of tonsillitis can often be aborted by one application to the 
tonsil of 10 per cent. silver nitrate. Care must be taken that there is no excess 
of silver nitrate solution on the swab used for applying it as, if it rans down 
into the pharynx, it is likely to cause severe spasm. 

The value of local penicillin in the form of lozenges is, to say the least of it, 
doubtful and there seems no real reason why the superficial application of a 
weak penicillin solution should exert any beneficial influence on an infection 
largely confined to the tonsillar crypts. It is not denied, however, that some 
cases do benefit from it, and the psychological effect is often gratifying in 
these days of general semi-education in medical matters; it rarely does any 
harm. Occasionally, however, local penicillin produces an unpleasant side- 
reaction, usually showing itself as a very red sore mouth and tongue, and if 
this occurs the use of penicillin lozenges should be discontinued. I recall one 
case in which there was such edema of the tongue that it protruded from 
the mouth and the patient was for a few hours in some danger of respiratory 
obstruction. 

Sulphonamide drugs have not proved themselves of much use locally, 
but recent trials suggest that aureomycin, in a 0.5 per cent. aqueous suspen- 





TREATMENT OF ACUTE TONSILLITIS 587 


sion, used as a mouth wash and gargle is effective, especially when there is a 
possibility of virus infection. This suspension, however, is very unstable and 
unless it can be used immediately it is better to prescribe aureomycin in the 
form of lozenges. 


SYSTEMIC SULPHONAMIDES 


The place of the sulphonamides and parenteral antibiotics in the treatment 
of acute tonsillitis is very much a matter of opinion. Whereas the sulphon- 
amides have been used with benefit in many cases, there is a growing opinion 
that they are not as effective as might have been hoped and expected. 
Landsman et al. (1951) and MacDonald and Watson (1951), in their recent 
investigations, one in general practice and the other in outbreaks of ton- 
sillitis among Service personnel, have arrived at the conclusion that the 
results of using sulphonamides have been disappointing, both as regards 
rapidity and completeness of cure. Also, the side-effects, such as nausea, 
dyspepsia and depression, tend to add to the patient’s discomfort. Cases 
occasionally occur, especially in children, in which the sulphonamide has 
masked a complication such as otitis media. Another unpleasant result of 
the use of sulphonamides which is sometimes seen is what may be called 
‘hang-fire tonsillitis’, in which the condition improves up to a point and 
then remains stationary for a matter of days or weeks with a chronic sore 
throat and red, swollen tonsils. Recently I was driven to perform ton- 
sillectomy in such a case when the condition had persisted for two months 
in spite of all treatment. ‘The operation proved most unpleasant and trouble- 
some, although the final result was satisfactory. 


SYSTEMIC ANTIBIOTICS 


To turn now to the place of penicillin and other antibiotics in the treatment 
of acute tonsillitis, it might be profitable to start by taking a really wide view 
of the subject and first of all to remind ourselves, especially those who are 
recently qualified, that patients usually recovered from acute tonsillitis before 
penicillin was available. The indiscriminate use of any antibiotic should be 
strongly deprecated as being unnecessary, expensive, and also detrimental in 
that the more these drugs are used, particularly if in inadequate doses, the 
sooner will resistant strains of organisms be produced. There is already 
evidence that there are increasing numbers of penicillin-resistant strains. In 
other words, the antibiotic is a finely tempered weapon which should be 
wielded with precision, and it is suggested that antibiotics should be re- 
served for severe cases and those with complications. Whenever possible a 
swab should be taken to obtain the infecting organism and to estimate its 
sensitivity to the antibiotics. This, of course, does not mean that a severe 
case should be deprived of antibiotic treatment while waiting for the result 
of a swab. A start can be made with penicillin, which up to now has proved 
effective in a majority of cases, and later a change can be made to another 
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antibiotic should the bacteriological report suggest the need for this. When 
using antibiotics the dose should always be adequate: in the case of peni- 
cillin, say, 800,000 to 1,000,000 units per day to start with, preferably in two 
or more doses, although this may not be possible to carry out in practice 
unless nursing help is available. The suggested dose is a large one, but it is 
assumed that the case in question is severe, and after two or three days the 
dose can be reduced. 

Encouraging results are claimed for oral penicillin, using the unbuffered 
crystalline salt, the dosage advised being 100,000 to 400,000 units daily for 
children, and 400,000 to 500,000 units for adults. 

In addition to penicillin we now have the newer antibiotics such as 
streptomycin, chloromycetin and aureomycin which give good results in many 
infections resistant to penicillin—in particular some bacillary infections and, 
in the case of aureomycin, virus infections. These drugs, however, should 
preferably only be used on definite indications as they are still expensive, 
but they are without a doubt a valuable help in cases in which it is found 
that the infection is resistant to penicillin. It should not be forgotten that 
streptomycin in large doses occasionally has a deleterious effect on the inner 
ear and vestibular system. 


COMPLICATIONS 


In every case of tonsillitis watch must be kept for complications, although, 
considering the large number of cases of acute tonsillitis, such complications 


are comparatively rarely seen. Some of these, such as nephritis and rheu- 
matism, need the attention of the physician, and it will suffice to discuss 
three, namely, quinsy or peritonsillar abscess, otitis media and sinusitis. 

Quinsy usually reacts well to penicillin or other antibiotics in full doses, 
but if pus has formed it should be evacuated by incising over the most 
prominent or fluctuating part of the swelling and opening up the abscess 
with sinus forceps. It is my practice, before incision, to infiltrate a small 
area over the swelling with procaine. This makes the operation easier and 
less unpleasant for the patient, whilst no adverse effects have been found to 
occur. A general anesthetic should never be given for fear of aspiration of 
the pus. 

Otitis media is more common in children than in adults and is usually 
secondary to infection of the adenoids which, with the tonsils, form part of 
the ring of lymphatic tissue in the pharynx and nasopharynx. It usually 
reacts well to full doses of penicillin, but myringotomy may be necessary if 
the drumhead is bulging. It is of the greatest importance to make sure that 
the middle ear and the hearing return to normal. The use of inhalations and 
decongestive nasal drops, such as 0.5 per cent. ephedrine in saline or 
‘argotone’, is helpful in these cases. 

Sinusitis also, as a rule, reacts well to antibiotics combined with in- 
halations and nasal drops, but more active measures such as antral puncture 
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and lavage may be needed. Again, it is essential to ensure that the sinuses 
return to normal. 

It is important to be aware of the possibility of these complications, es- 
pecially otitis media, as their symptoms are often modified by the treatment 
already being given for the tonsillitis. Otitis media, for example, may only 
show itself by deafness and can easily be missed for some time, during 
which considerable damage may be done. 


PREVENTION 


Finally, to complete this survey, the question of prevention should be 
considered briefly. Acute tonsillitis results from a combination of infection 
and lowered resistance, local and general. Measures should therefore be 
taken to improve the general health. It has been suggested that one pre- 
disposing factor is an unbalanced diet with too much sugar and starch in 
relation to protein and green vegetables, and I believe that there is much to 
be said for this theory. 

Overcrowding and insufficient ventilation are factors in spreading the 
disease and need attention, especially in schools, hospitals and Service units. 

The operation of tonsillectomy, with removal of adenoids if present, 
gives excellent results in preventing tonsillitis if performed on correct 
indications. Each case must be judged on its merits, and care must be taken 
not to operate on those in which attacks of sore throat are due to nasal 
infection, nasal obstruction from adenoids, or lowered general health from 
various causes. These conditions having been excluded, repeated attacks of 
acute tonsillitis, especially if associated with quinsy or otitis media, con- 
stitute a definite indication for tonsillectomy. 
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THE TREATMENT OF ACUTE SINUSITIS 


By GAVIN LIVINGSTONE, F.R.C.S. 
Ear, Nose and Throat Surgeon, United Oxford Group Hospitals. 


Berore discussing the various therapeutic measures available for the treat- 
ment of acute sinusitis, it is necessary to review the modern concept of the 
physiology of the nose and sinuses. The defence mechanisms of the upper 
and lower respiratory tracts are similar and should be considered together. 
In the lungs the bronchial tree is lined with ciliated epithelium and the cilia 
are continuously moving mucus towards the larynx; not enough importance 
is attached to this method of emptying the lungs of purulent sputum. The 
nose and sinuses are also lined with a ciliated epithelium rich in blood 
vessels, especially over the turbinates. This plentiful blood supply is required 
for warming and saturating the inspired air, and is the only means of 
controlling the volume of air inspired through the nose. 

Apart from the sense of smell, which in man is unimportant, the main 
function of the nose is to moisten the air stream; the turbinates projecting 
into the lumen offer a large surface over which the inspired air passes. This 
function of moistening the air is not fully appreciated until the nose be- 
comes obstructed and the resultant mouth-breathing produces dryness in 
the pharynx. About a litre of fluid is given up by the nasal mucosa in twenty- 
four hours. The defensive function of the nose is the secretion of mucus, 
which spreads evenly over the surface of the sinuses, turbinates and septum. 
This mucous blanket collects particles of dust and bacteria from the in- 
spired air, and it is continuously propelled backwards to the pharynx, where 
it is swallowed. The mucous blanket can easily be demonstrated, and is one 
of the main defence mechanisms of the respiratory tract: should the ciliary 
action stop, the mucus dries and debris and bacteria collect, and gain 
entrance to the tissues. The preservation of the ciliary action is of first 
importance in combating infection. 

Although cilia may easily be paralysed, destruction of the epithelium is 
difficult and if removed it will rapidly regrow, but for function the presence 
of moisture is essential. For this reason oily drops or sprays are not now 
used as often as they used to be. The cilia work in an isotonic solution, and 
most of the modern drops have a base of normal saline. The cilia work 
toward the ostium of the sinus. In the maxillary sinus these ostea are near 
the roof and drainage takes place against gravity. In the frontal sinus, 
however, there is dependent drainage, and gravity aids the cilial action. 
This may account for the greater frequency of infection of the antrum than 
of the frontal sinus, although many other reasons have to be considered. 


FACTORS AFFECTING NORMAL SINUS FUNCTION 
After this brief résumé of the defence mechanisms available in the nose it 
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will be realized that there are many factors which may interfere with 
drainage and ventilation of the sinus. 

Anatomical.—A deviated nasal septum, either congenital or acquired, 
will cause a narrowing of one or other side of the nose and become the 
precipitating factor in recurrent bouts of sinusitis. With the mucosa of the 
ostium swollen, the drainage is inadequate, and the secretion is dammed up 
in a sinus, with the result that the cilia become paralysed. An enlarged or 
cystic middle turbinate will give the same result, and may be the reason 
why a patient persistently has one particular sinus involved following a 
cold. 

Occupational.—There are many occupations in which dust and other 
inhaled particles produce an irritation and blockage in the nose. This in- 
cludes the whole group of allergic conditions, and both the sympathetic and 
the autonomic nervous systems influence the venous engorgement of the 
mucosa, i.e. emotion. With nasal obstruction a superimposed infection 
usually leads to acute sinusitis, and unless diagnosed and adequately 
treated, chronic sinusitis develops. 


ETIOLOGY OF ACUTE SINUSITIS 


By far the most common cause of acute’ sinusitis is infection from the nose 
following the ‘common cold’ or acute rhinitis, bathing, or ‘plunging’ into 
a swimming bath. The cold is primarily a virus infection with a secondary 
invasion of common pyogenic organisms. As the lining of the sinus is in 


direct continuity with that of the nose any condition affecting the nose 
involves the sinuses also. It is only when signs and symptoms suggest that 
there is blockage or inadequate drainage that the label ‘acute sinusitis’ is 
given. If possible the organism responsible for the sinusitis should be dis- 
covered; anaerobic streptococci are often found in frontal sinusitis. A swab 
should be taken both from the nose and postnasal space, and always from 
the first antral lavage or from the inside of the frontal sinus if, in a ful- 
minating case, it is found necessary to open it. 

Before discussing treatment of individual sinuses, I would like to stress 
the importance of making an early diagnosis. Acute sinusitis can, if treated 
promptly, be cured but, if neglected, changes take place in the mucosa and 
even in the bony walls of the affected sinus, and the condition becomes 
chronic: a much more serious matter, and much more difficult to treat. The 
diagnosis is not difficult. Sinusitis should always be suspected if purulent dis- 
charge from the nose persists for fourteen days after a ‘cold’. The symptoms 
may be vague, but a feeling of discomfort or fullness over the cheek or fore- 
head is common. There may be pyrexia, especially with the sinusitis due to 
bathing, when the pain can be intense, and the diagnosis easy. Trans- 
illumination of the sinuses may be helpful, but is often misleading. X-ray 
is a more valuable method of ascertaining the contents of a sinus, but need 
not be used as a routine in cases of acute sinusitis. 
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TREATMENT 


General considerations.—Treatment necessitates five to ten days in bed; if 
this were always carried out the number of cases of chronic sinusitis would 
be markedly diminished. A high fluid intake is essential. 

Local treatment.—The object of all local treatment is to relieve pain, 
reduce mucosal engorgement, promote sinus drainage, combat the bacterial 
nfection, and establish normal cilial action. Once drainage is established, 
pain disappears. 

Nose drops or sprays.—This is still the basic local treatment. The drops 
should be isotonic and contain a vasoconstrictor. Most vasoconstrictors 
cause a certain amount of vasodilatation following the constrictor action. 
The longer the action of the constrictor and the less that of the dilator the 
better. Ephedrine is still one of the most suitable constrictors, and drops 
containing 0.5 per cent. ephedrine in normal saline should be instilled into 
the nose four-hourly. 


For the drops to be effective the patient must be lying down with a pillow under 
the shoulders and the head tilted back until the mouth is vertically over the ear. 
About five drops should be instilled into each nostril. If the nose is so blocked that 
the drops do not reach the whole surface, the performance should be repeated at 
five- or ten-minute intervals until an airway is established by the resultant shrinkage. 
It is soothing to have the drops warmed. 


The organic silver salts are mild constrictors, and have little vasodilator 
reaction; they are also mildly bactericidal, and for these reasons are useful 
in acute inflammatory lesions. 

All of the drastic vasoconstrictors put up in metal containers or inhalers 
should be forbidden in any acute sinusitis or rhinitis. Many cases of sinusitis 
arise through the use of these inhalers during an acute phase of a nasal 
infection. 

Inhalations.—The inhalation of steam laden with oily droplets helps to 
moisten the mucosa, dilute the toxins, and promote drainage. Menthol, 
3 grains (0.2 g.) in compound tincture of benzoin, 60 minims (3.5 ml.), 
added to a pint (0.5 litre) of steaming, but not boiling, water should be 
ordered four-hourly. 

Sedatives and analgesics should be given for pain. Morphine or omnopon 
may be required, especially in acute frontal sinusitis. 

Antibiotics.—Penicillin should be given systemically for five or six days. 
Half a million units of the crystalline penicillin given twice daily gives 
adequate blood levels to combat the infection. I do not advise the pro- 
longed-action or slow-absorption preparations. While penicillin is being 
injected systemically, there is no harm in adding local penicillin to the nasal 
drops (2000 units per ml.), but local penicillin has proved to be disappoint- 
ing in chronic cases, and should not be given as a routine drop. 

Penicillin and the newer antibiotics have made the use of sulphonamides 
redundant, but in a case in which intracranial complications are to be ex- 
pected, full dosage of sulphonamides should be given and continued for at 
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least five days. The sulphonamides reach the cerebrospinal fluid better than 
penicillin. 

Infra-red and short-wave diathermy.—There is no evidence that ultra- 
short-wave diathermy has any specific action on bacteria, and all it does is 
to heat up the tissues. It does this much more efficiently than local hot 
applications or infra-red lamps. The heating of the tissues causes con- 
gestion, and in an acute sinusitis further congestion may precipitate an 
attack of acute pain due to an already congested ostium becoming com- 
pletely blocked. For this reason I do not advise the use of short-wave 
diathermy or even infra-red light in cases of acute sinusitis. 


ACUTE MAXILLARY SINUSITIS 


As has already been stated, the ostium of the antrum is high up on the 
inner or nasal wall and drainage takes place by cilial action. Should the 
cilia stop working from any cause, a condition of retention with overflow 
develops. 

Dental caries is an etiological factor peculiar to the maxillary sinus, and 
does not affect the other sinuses. The pre-molar roots project into the 
antrum and the lining may be injured during an extraction, infection get 
in to the antrum and set up an acute sinusitis. This type of maxillary in- 
fection rarely clears up on its own, and will require an antrostomy, especially 
if there is any suspicion of the root being pushed into the cavity of the 
sinus. If a tooth or a root is known to have been pushed into the antrum it 
should be removed as soon as possible, but if the acute sinusitis develops 
before it is suspected the acute phase should be treated with antibiotics 
before opening the sinus. 

Acute infections of the antra do not cause swelling of the soft tissues. 
This is because the bony walls are thicker and denser than in the other 
sinuses. When the orbit becomes swollen the sinuses most likely to be 
affected are the ethmoids. The treatment here is mainly conservative, and 
only when pus is present in the subcutaneous tissues should an external 
incision be made. The antra are almost always infected in acute ethmoiditis, 
and should be washed out. 

Indications for surgical intervention.—Should the antral infection not sub- 
side in three or four days, it may be necessary to wash it out. This is a 
small procedure, and under local anzsthetic, though uncomfortable, is 
painless, and gives great relief. Antral puncture and washouts should not be 
undertaken in the acute phase of an infection. The washouts should be re- 
peated at intervals of three days as long as there are signs of improvement. 


FRONTAL SINUSITIS 
Acute infections of the frontal sinuses are less common than of the other 
sinuses, but are more serious, both with regard to symptomatology and 
complications. The frontal bone is partly cancellous, and there is danger of 











594 THE PRACTITIONER 


a spreading osteitis or osteomyelitis developing if the infection is not 
treated. Often there is a history of recent plunging or diving into a swimming 
bath. The diagnosis is made on the symptoms of acute pain over the eyes 
which may be continuous but is usually worse at midday, and a purulent 
discharge and nasal obstruction. 

The maxillary antrum will certainly be involved at the same time, and 
should be washed out. These cases should be sent to hospital and kept on 
systemic penicillin and sulphonamide therapy. If pus is present and drainage 
cannot be established a small opening may have to be made in the floor of 
the frontal sinus to establish the drainage, but beyond this no further surgery 
should be undertaken during this acute stage. Small pledgets of cotton-wool 
soaked in 10 per cent. ‘protargol’ can be gently packed into the middle 
meatus, and left for twenty minutes, thus helping to establish drainage. 


OSTEOMYELITIS OF THE FRONTAL BONES 


Thanks to the antibiotics, osteomyelitis of the frontal bones is now rare. 
It should, however, always be suspected if pain and edema are present over 
the frontal bones. Full doses of antibiotics should be given and persisted 
with until there is no further X-ray evidence of activity. This may mean 
six to eight weeks of twice-daily penicillin. X-rays should be taken at 
intervals, even after all symptoms have subsided. An extradural collection 
of pus is often missed and may cause intracranial complications months 


later. 
PROETZ SUCTION DISPLACEMENT 

This is a method by which fluid may be displaced into the sinuses. The 
patient should be placed in the position already described for nasal drops, 
and 2 ml. of ephedrine, 0.5 per cent. in isotonic saline, instilled into one 
nostril, the other being closed with the finger, and gentle negative pressure 
applied intermittently with the patient saying ‘K K K’ to shut off the 
pharynx. This alteration in pressure allows the saline to seep into the sinus 
and help drainage. Theoretically, as fluid is displaced into all the sinuses on 
the one side, infection may be carried from the affected sinus to a healthy 
one, and for this reason the method should not be used in acute sinusitis, as 
there is a danger of the infection spreading. There may be a place for it in 
the subacute stage, but I seldom use it. 


ACUTE SINUSITIS IN CHILDREN 


Although the pathology of sinusitis in children is the same as in adults, the 
importance of the nasopharynx cannot be sufficiently stressed: the key to 
most of the infections of the upper respiratory tract lies here. 

Adenoids may be the cause of the acute sinusitis, and often allow the 
acute stage to become chronic. Giving the child a healthy postnasal space 
will usually clear up the nasal infection. Correct nose blowing should be 
encouraged; only one nostril being blocked at a time. 
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The connexion between recurrent bouts of sinusitis and bronchiectasis 
should be remembered and the chest examined whenever infection in the 
antrum persists. 


COMPLICATIONS AND DIFFERENTIAL DIAGNOSIS 


In children the most common complication of acute sinusitis is an orbital 
cellulitis. There is swelling and edema of the lids with slight proptosis, but 
there is no limitation of the eye movements. The infection, if left, will 
point above the inner canthus, but usually with penicillin and antral lavage 
the whole condition settles down. 

Osteomyelitis of the maxilla is a serious condition found in sucklings and 
young children. The clinical picture resembles an orbital cellulitis but it is 
most important to differentiate between the two conditions. The infection, 
usually staphylococcal, starts in a tooth rest; an abscess cavity forms around 
the tooth and the osteomyelitis spreads rapidly. The swelling appears over 
the cheek and lower lid, as opposed to the upper lid in orbital cellulitis. The 
absence of purulent discharge and the lower age-group help in making the 
differential diagnosis. The abscess may point externally below the eye or 
occasionally in the sublabial region. The child is severely ill and requires 
urgent surgical treatment, with removal of the sequestra. 


SUMMARY OF TREATMENT 
General: 

Rest in bed. Fluids. Anodynes. 

Systemic penicillin, 500,000 units twice daily for at least six days. 

Sulphonamides if required. 

Local: 

Nasal drops to promote drainage. Ephedrine, 0.5 per cent. in normal 
saline, given four-hourly. 

Steam inhalations, also given four-hourly. 

Nasal douching is not advised. 

Surgical: 

Puncture lavage of the antrum in the subacute stage. 

Minimal interference with the frontal sinus, but pus under pressure 
must be relieved. 

Do not use short-wave or infra-red or displacement therapy in the acute 
stage. 

Do not use volatile pocket inhalers. 

When the condition has settled, decide if there is an anatomical cause 
for the repeated attacks, i.e. deflected septum or an enlarged middle 
turbinate jamming the fronto-ethmoidal zone. An X-ray picture is often of 
value to prove that there has been complete resolution of the infection. 
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UnrTIL recently tuberculosis of the upper respiratory tract has been almost 
exclusively treated by physicians mainly concerned with the management of 
pulmonary tuberculosis, or by laryngologists with a special interest in this 
field. The close interrelation between pulmonary and laryngeal tuberculosis, 
the latter being, of course, the most common tuberculous lesion in the 
upper air passages, the grave nature of the disease and the special skills 
needed for curative, and even for palliative, treatments, have tended in the 
past to exclude the family physician from participating in the handling of 
this disease. With the discovery of streptomycin as an effective curative 
agent in certain forms of tuberculosis, a striking change in this state of 
affairs has taken place in the last few years, and it is now quite customary for 
cases of laryngeal tuberculosis not reqitiring institutional treatment for their 
lungs, to be treated by the family doctor in collaboration with the specialist. 


LARYNGEAL TUBERCULOSIS 


As already mentioned, this disease is the only common manifestation of 
tuberculosis in the upper respiratory tract, and it will therefore be appro- 
priate to consider it first. 


Our knowledge of tuberculous laryngitis dates back to the early part of the 19th 
century. During that century, and for much of the first half of the 2oth century, this 
complication of pulmonary tuberculosis was an all too common herald of the ter- 
minal stages of the consumptive. Less than twenty years ago both StClair Thomson 
(1937) and Scott Stevenson (1935) independently estimated that one sufferer in 
three would develop tuberculous laryngitis. Ormerod (1951) also, has recently re- 
ported that the incidence of tuberculous laryngitis at the Brompton Hospital be- 
tween the years 1921-35 had been in the region of 25 per cent., but with a tendency 
to fall, until by 1949 it had dropped to 24 per cent., just one-tenth of what it was 
twenty years before. In America similar figures have been recorded by Dworetsky 
and Ruck (1942) and others. Between 1914 and 1941 the percentage recorded by 
these authors dropped from 25.9 to 3.6 per cent. The magnitude of this problem in 
the past will be realized when it is seen that in 1933 there were notified in England 
and Wales 228,000 cases of pulmonary tuberculosis, and that consequently there 
must have been between 57,000 and 76,000 sufferers from laryngeal tuberculosis in 
that year. 

Whereas in 1919 there were 46,000 deaths from tuberculosis in England and Wales, 
in 1945 the mortality had declined by half to 23,000. The decline in the incidence 
of tuberculous laryngitis has therefore far outstripped the decline in the mortality of 
tuberculosis generally. Probably a number of factors account for this apparent dis- 
crepancy, the principal ones being a much earlier diagnosis of pulmonary tuberculosis 
as the result of the establishment of tuberculosis dispensaries, and also modern ad- 
vances in treatment, particularly the various methods of collapse therapy which have 
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been developed during the past thirty years. As more thoracic surgery centres have been 
opened and immobilization of the affected lung has been carried out in an increasing 
number of cases, there has been this marked fall in the incidence of laryngeal involve- 
ment, as well as a distinct tendency for the established laryngeal disease to heal when 
the chest lesion has been successfully controlled. 

As in pulmonary tuberculosis generally, the highest incidence of tubercu- 
lous laryngitis is in the age-groups twenty to thirty and thirty to forty, in 
that order. It is likely that the majority in the early age-group have been 
originally infected as children, and in tl.is connexion the present-day 
shortage of institutional beds for the consumptive may well lead to a re- 
versal of the drop in numbers of laryngeal tuberculosis, owing to contact 
infection in childhood and adolescence. 


ETIOLOGY 

For practical purposes, excluding infection with lupus which will be con- 
sidered separately, tuberculous laryngitis may be regarded as secondary to 
disease of the lung. There are recorded in the literature isolated cases in 
which exhaustive investigation has failed to demonstrate any pulmonary 
focus, and I personally have had under my care a female patient with a 
histologically proved tuberculous ulcer of the ventricular band but with 
no clinical or radiological evidence of lung disease. Since this patient re- 
covered, it is not possible to exclude the presence of some very small focus 
which did not reveal itself on X-ray examination. Probably this is the ex- 
planation of these exceptional cases. 

The paths of infection from the lung to the larynx are still disputed. ‘Three 
possible routes are: the sputum, the blood stream, and the lymph stream. 
Few authorities now consider the lymph stream as a likely route, and 
controversy centres mainly between the sputogenic and hamatogenic views. 

The arguments in favour of the sputogenic theory are supported by the 
undoubted fact that bacilli are present in the sputum in approximately go 
per cent. of cases of tuberculous laryngitis. Furthermore, the lesion is much 
more common in the posterior half of the larynx where sputum tends to 
collect, particularly when recumbent. In this connexion it is interesting to 
note that veterinary authorities report that in the cow the anterior and most 
dependent part of the larynx where sputum is likely to lodge, is the area 
most commonly attacked. 

Those who favour the hematogenic theory point out that tuberculous in- 
fection does occur in the larynx in cases of closed pulmonary tuberculosis 
with bacillus-free or even absent sputum, and furthermore, that there are 
many cases of pulmonary tuberculosis with sputum teeming with bacilli 
which never develop any laryngeal lesion at all. There are also those cases in 
which the lesions appear to originate deep in the muscles without any super- 
ficial evidence of infection, and it is these latter which are probably caused 
by infection carried in the blood stream. In the majority of cases, however, 
the evidence is strongly in favour of the sputum being the infecting 
agent. 
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PATHOLOGY 
The simplest classification of the various types of lesions encountered is:— 

(1) Infiltration 

(2) Ulceration 

(3) Perichondritis 

(4) Tumour formation 

It must be realized, however, that there may be a combination of several 
or all of these types in one 'arynx. 

Infiltration may be accpied as the primary lesion; the other three eventu- 
ally develop to a greater or lesser extent therefrom. The most common 
location is in the submucous tissues, where the bacilli are deposited, either 
by penetrating the intact mucous membrane from the overlying sputum, or 
probably, less commonly, via the blood stream. The tubercles thus formed 
do not differ microscopically from those elsewhere in the body, and this 
aspect need not be considered further. (Edema may follow the initial in- 
filtration when resistance is low and the infection is virulent. It is thought 
that this edema is brought about by a process of thrombo-lymphangitis. 

Ulceration.—As the tubercles coalesce in the connective-tissue layer they 
form granulation tissue containing giant cells and tubercle bacilli. If this 
extends to the surface, ulceration takes place. The ulcers are solitary in the 
less active cases without cedema, but multiple when cedema and activity are 
more marked. These ulcers give rise to the severe pain which is such a 
distressing feature of this disease. 

Perichondritis arises as a complication in the cartilaginous walls of the 
larynx when the perichondrium has been infiltrated with tubercles and 
turned into tuberculous granulation tissue. This deprives the cartilage of its 
nourishment, so that necrosis eventually takes place, followed in extreme 
cases by sequestration. 

Tumour formation occurs as a reaction to infiltration in the submucosa in 
the less virulent infections, or where resistance to the disease is greater. It is 
particularly prone to be found in the posterior half of the larynx, and is 
commonly seen in two forms—tuberculoma, and pachydermia. 

In the case of tuberculoma there is a mass of tubercles and tuberculous 
granulation tissue growing rather slowly and covered by a thin layer of 
intact epithelium. This mass may protrude into the airway, particularly in 
the interarytenoid region, where it often assumes a typical cor.ical appearance. 

Pachydermia is mainly confined to the vocal cords, and consists of a 
thickening of the mucosa. It may closely mimic epithelioma, and in doubtful 
cases it is essential to secure a piece for microscopic examination, particu- 
larly as in some instances both diseases may coexist on the same vocal cord. 

According to Ormerod (1939), the middle of the true vocal cord is the 
most common site of origin for tuberculous laryngitis. Next in order of 
frequency are the interarytenoid spaces, the arytenoids, the ventricular 
bands, and the epiglottis, in that order. 

On the vocal cord the earliest evidence of disease is hyperemia of the 
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blood vessels, which commonly may be seen running an irregular course in 
the long axis of the affected cord. These vessels at first stand out against the 
pearly colour of the cord, but the latter soon becomes suffused with a general 
pinkiness in which little knots of vessels can be seen. There are also pale 
nodules in the surrounding pink cord, formed by tubercles as they reach the 
surface. At this stage the cord ceases to be sharply defined, and becomes 
irregularly swollen with a rounded free edge. The subsequent changes de- 
pend upon the activity of the disease. In general, the more active it is the 
greater the swelling, and the cord may be transformed into a pink fusiform 
structure with a slightly translucent appearance. In less virulent infections 
the cord is thicker and redder than in the acute condition, and in the mildest 
type the tubercles can be recognized as small nodular elevations on the sur- 
face of the cord. All these lesions tend to begin in the middle third of the 
cord and to extend backwards towards the arytenoids rather than forwards to 
the anterior commissure. As the disease progresses, ulceration, which may 
be multiple, ensues, giving the cord its typical mouse-nibbled appearance. 

Probably the next most common site for early infiltration to present itself 
is in the interarytenoid space. Normally the mucosa in this space, which is 
lax and loosely attached to the underlying cricoid cartilage, is smooth on 
respiration although it wrinkles somewhat on phonation. When invaded by 
the tubercle bacillus this mucosa thickens irregularly and asymmetrically, 
the thickening usually being more evident on one or other side. Ulceration 
quite often develops but may be difficult to detect by mirror laryngoscopy. 

The epiglottis may be attacked as an isolated lesion, usually along its upper 
free margin. The infiltration gives rise to thickening in the first place, but 
ulceration soon develops and much destruction of tissue ensues. If the 
disease spreads along the aryepiglottic folds to the arytenoids, as it does in 
advanced disease, examination of the larynx reveals a characteristic turban- 
like swelling, the upper surface of which is studded with multiple shallow 
and painful ulcers. 

SYMPTOMS 
The classica! symptoms of tuberculosis of the larynx are hoarseness, and 
pain, causing dysphagia and dyspnoea. The hoarseness arisés from thé in- 
evitable interference by the infiltration with the free mobility of the vocal 
cord, and is invariably present, except in the rather rare cases of isolated 
lesions of the epiglottis. 

Pain is of two types. There is the aching and discomfort associated with 
the use of an inflamed and congested organ. This aching is usually most 
noticed after excessive use of the voice. There is also the much sharper pain 
due to ulceration, and this pain is intensified by the passage of a bolus of 
food, or even on swallowing saliva over the ulcerated area. The upper 
surface of the arytenoid region is the favourite site for these painful ulcers, 
and the dysphagia resulting therefrom may have a disastrous effect on the 
nutrition of the patient. This is particularly serious in a disease like tubercu- 
losis, in which the efforts of the physician are largely concentrated on 
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increasing the natural powers of resistance by supplying adequate nourish- 
ment. Quite commonly the pain on swallowing is referred to the ear, along 
Arnold’s branch of the vagus, or Jacobson’s branch of the glossopharyngeal 
nerve, and unilateral localization of this pain to one or other ear can be 
useful in deciding in which half of the larynx analgesic treatment is required. 
Dyspnea is relatively rare, and results from tumour formation or from 
the gross edema found in advanced disease. Occasionally urgent dyspneea 
results from sudden fixation of the vocal cords in the midline, due to in- 
volvement of the recurrent nerves, or fixation of the crico-arytenoid joints. 
This is a serious complication, as it necessitates tracheotomy in an already 
enfeebled patient. Very few victims of this complication survive for long. 


DIFFERENTIAL DIAGNOSIS 


There are three principal conditions which may present difficulties in the 
diagnosis of tuberculous laryngitis. 

In acute or subacute catarrhal laryngitis, the inflamed lesions are diffuse, 
symmetrical, and usually with signs of associated sepsis in the nose and 
pharynx. Radiology, of course, plays an essential part in eliminating tubercu- 
losis in doubtful cases, as in the absence of any lung lesion the diagnosis of 
tuberculous laryngitis cannot be supported. 

Syphilitic lesions of the larynx, once relatively common, have now become 
pathological curiosities in most western countries, and even in busy hospital 
centres are only exceptionally seen. Secondary syphilis may cause swelling 
in the larynx, particularly of the epiglottis and aryepiglottic folds. ‘There is 
no pain and little or no tendency to ulceration. Gummas of the larynx may 
occur in the form of a painless swelling, which breaks down into the 
characteristic punched-out syphilitic ulcer with a sloughing, wash-leather 
base. Serological tests and, if need be, resort to antisyphilitic treatment, will 
assist in establishing the diagnosis. 

The most important differential diagnosis is an epithelioma of the larynx. 
The two conditions can so faithfully mimic each other that even experienced 
observers have difficulty. Traditionally, epithelioma arises more commonly 
in the anterior half of the larynx, and tubercle, as noted above, tends to be 
in the posterior half, but there are many cases in which the extent of the 
lesion prevents the observer from estimating where the condition originated. 
Absence of lung disease, and biopsy, will make the diagnosis certain in 
nearly all cases, but it must be remembered that carcinoma can occasionally 
arise in a consumptive larynx, and with any doubtful cases it is important to 
remove a piece for microscopic examination. If doubt still exists the biopsy 
should be repeated after an interval, as it is unwise to employ radical 
measures of treatment in these cases, unless the evidence is conclusive. I 
recall a case in which a tuberculous larynx was removed on the strength of 
a pathologist’s report, which was afterwards found to have been mistaken. 
Fortunately, except for some delay in healing, the patient did well and was 
pleased to be relieved of his painful ulcerating larynx. 
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TREATMENT 

From its recognition last century, until a few years ago, the cure of laryngeal 
tuberculosis remained a baffling problem. Many treatments had a fleeting 
vogue, but for the past forty years the mainstay throughout has been silence 
to rest the affected organ, and cauterization of the ulcers to promote healing. 
Treatment of the general condition, particularly that of the diseased lung, 
is, of course, of paramount importance. The treatment by vocal rest is often 
difficult to carry out except under institutional conditions, and the success 
of the silence regime depends largely upon the will-power and the wish to get 
well of the individual patient. This silence should at first be absolute, and the 
patient must convey his wishes by writing on a pad. In some instances the 
regime must be kept up for as long as six months, thereby throwing a great 
strain on the patient’s fortitude and endurance. It is not therefore justifiable 
to condemn to silence the patient with advanced laryngeal disease, whose 
general condition is unlikely to respond favourably to treatment. 

Cauterization has been much advocated and employed, particularly in the 
relief of painful ulcers of the larynx. In this technique, which is usually 
carried out under local anesthesia, with indirect mirror laryngoscopy, the 
cautery is plunged into the edge of the ulcer where the painful nerve- 
endings are usually situated. It is an interesting fact, that the centre of an 
ulcer is often painless, presumably because the nerve-endings have been 
destroyed by the disease. Much benefit has resulted from the treatment with 
the cautery, provided that its use is restricted to those with relatively inactive 
pulmonary disease. The effect of the cauterization is to relieve pain and to 
stimulate fibrosis, nature’s method of cure. Other medicaments have been 
used by various physicians, but need not be discussed here as their vogue 
has been short-lived. With these lines of treatment, about one-third of all 
the cases of tuberculous laryngitis were found to survive for a five-year 
period after the initial diagnosis had been made. 

Palliative measures of treatment have included inhalations with a Burney 
Yeo respirator, for twenty minutes two or three times a day, a favourite 
formula being oil of cassia, oil of pine, oil of eucalyptus and creosote, in 
equal parts. Relief of congestion is noted after these inhalations, which is 
welcomed by the sufferer. Other palliatives of value are anodynes, usually 
in the form of a powder, to relieve the dysphagia. Equal parts of orthocaine 
and benzocaine powder inhaled into the larynx and pharynx through a glass 
tube ten minutes before meals will considerably relieve the pain of swallow- 
ing, and thus permit the intake of a nourishing diet. Some patients with 
extreme dysphagia find that they can drink in tolerable comfort if they lie 
prone on a couch and draw the liquid up through a straw. If dysphagia is 
seriously interfering with nourishment, alcohol injection of the superior 
laryngeal nerve on the affected side, or on both sides if need be, gives great 
relief for several weeks, or even months, and is a palliative procedure of 
considerable value. The technique of this injection is one for the specialist, 
but in those accustomed to carrying it out it does not present any difficulty, 
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or cause any hardship to the patient. All these measures have been of great 
value, but have today to a large extent been rendered obsolete by the 
discovery of the antibiotic, streptomycin. 

Streptomycin has now been extensively used in the treatment of tubercu- 
lous laryngitis (Ormerod, 1951; Liebeman and Lell, 1950; Chapman, 1949; 
McKenzie, 1950). All reports agree that it has a rapid curative action in a 
very high percentage of cases. Furthermore, pain and dysphagia disappear 
rapidly, long before healing has taken place, thereby quickly relieving the 
most depressing features of the condition. At the present time, streptomycin 
is usually administered in doses of 1 g. daily, intramuscularly, until healing 
has taken place. Upwards of 100 g. or more may be required, but if the daily 
dose is not exceeded the labyrinthine upsets leading to vertigo and deafness 
are absent, or only mild and transient, whereas with doses of 2 or 3 g. per 
day they are four times as common (Thomas, 1951). Unfortunately the 
administration of streptomycin leads in a considerable proportion of cases 
to the development of a resistant strain of organisms, so that once it has been 
used it is no longer available for any subsequent treatment, such as to cover 
open operations on the lung. It was discovered, however, that the syn- 
chronous ingestion of para-aminosalicylic acid (PAS), in 15 to 20 g. doses 
daily, in nearly all cases prevented this drug resistance from developing, so 
that the two treatments are now usually combined. 


Ormerod (1951), reporting on 54 cases, of which 42 had been under his personal 
care and 12 under the care of Mr. William McKenzie, found that 26 were cured, 20 
were rendered symptom-free and the disease inactive, 3 were slightly improved, 
and the remaining 5 were unchanged or worse. Of this series, 6 died, but in 3 of them 
the larynx had returned to normal. 


It will be seen that for the established case of tuberculous laryngitis, 
streptomycin and PAS treatment is unrivalled in its efficacy, and it has 
therefore largely supplanted all the older methods of treatment. What of the 
doubtful early case, however, with mild changes in the larynx? No harm will 
be done if the drug is withheld for a few weeks while the effects of complete 
vocal rest are observed. Many an early case will clear up on this treatment 
alone, and silence is also most effective in relieving the catarrhal forms of 
laryngitis which may be simulating tuberculosis. If after several weeks of 
vocal rest no improvement is noted, the streptomycin treatment should be 
instituted without further procrastination. 


PROGNOSIS 


In spite of the dramatic response to streptomycin for the treatment of the 
vocal complication of tuberculous laryngitis, the latter still remains a serious 
development in the course of a case of pulmonary tuberculosis. It adds to 
the gravity of the disease, for it is a sign that the resistance of the patient 
has broken down, as otherwise the bacillus would not have overcome the 
local tissue defences. In addition to this loss of resistance, the harmful 
effects of the local lesion have also in the past had to be taken into considera- 
tion. The dysphagia and pain have had a serious adverse effect on the morale 
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and the nourishment of the victim. This can now in most cases, however, be 
relieved by modern treatment, so that the outlook to that extent is bettered 
by streptomycin therapy. In cases of recovery the larynx will in many in- 
stances return to normal, unless there has been too much destruction of 
tissue, either from ulceration or from the injudicious use of the cautery. 
Occasionally in certain types of tuberculosis of the larynx, particularly in 
the lupoid type, or in lupus itself, there may be so much scarring that webs 
or bands of contracting fibrous tissue may bring about limitation of function, 
and in this case the voice seldom, if ever, returns to normal. 


LUPUS OF THE LARYNX 


This may occur in the larynx as a solitary lesion, but more commonly it is 
associated with lupus in the nose or pharynx. In its early stages, it most often 
attacks the upper margin of the epiglottis, causing a gross thickening. The 
course of the disease is slow, and healing occurs in one area as the disease 
extends in others. Ulceration is not common, the process being essentially 
one of subepithelial nodules, but scarring may grossly distort the laryngeal 
appearance over the course of years. There is also the form of laryngeal in- 
volvement which was named lupoid tuberculosis by StClair Thomson 
(1937). This is a more active form of the disease than lupus vulgaris, and 
occupies a midway position between tuberculosis of the larynx and lupus. 
Again the condition is largely one of infiltration of the submucosa, but there 
is more tendency to swelling of a translucent nature. These cases can occur 
as a primary form of tuberculosis, although they are sometimes associated 
with lung lesions. It also runs a slow course, although perhaps more active 
than lupus, and it likewise has a great tendency to spontaneous healing. The 
treatment of lupus is that of lupus elsewhere in the body. Many cases in the 
past have been successfully treated by local ultra-violet light, using the 
Finsen-Lompholt method, but this has been largely supp!anted by the dis- 
covery that calciferol, in doses of 150,000 units daily, has a marked curative 
effect on lupus. Some care is needed in the administration of these large 
doses, as there is the risk of deposits of calcium in the kidneys and joints 
unless the calcium output in the urine is checked, and serum calcium 
estimations are carried out at monthly intervals. There is now a tendency for 
streptomycin to supplant calciferol in the treatment of lupus, administered 
in the same dosage and also combined with PAS as in the treatment of 
more active tuberculosis of the larynx. 


TUBERCULOSIS OF THE PHARYNX 


Tuberculosis occurs in three forms in the pharynx and mouth. It may be 
the result of lupus, when it is commonly associated with lupoid lesions in the 
nose and larynx, but a rare occasional primary lesion is also seen. Acute 
miliary tuberculosis of the pharynx is a very uncommon but serious com- 
plication of pulmonary tuberculosis. Numerous small tubercles appear on 
the fauces, palate, posterior wall of the pharynx, and the back of the tongue. 
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These tubercles break down to form ulcers with a sloughing greyish base, 
with raw bleeding surfaces beneath the sloughing. The patients are very ill, 
with high fever, and are obviously rapidly deteriorating. The extreme 
dysphagia renders swallowing almost impossible, and the outlook is in most 
instances almost hopeless. Palliative measures include the insufflation of 
anzsthetic powders and the administration of morphine, as with such a bad 
prognosis there is no reason for withholding the drug. Very few patients live 
for more than a few weeks after the development of this condition. Chronic 
ulcerating tuberculosis of the pharynx is always associated with an advanced 
degree of pulmonary tuberculosis. It is also a sign that rapid progress of the 
pulmonary disease can be expected, but it differs from the acute miliary 
type in its slower onset and progress, it is also more localized. Ormerod 
(1939) states that in fifteen years at the Brompton Chest Hospital he ex- 
amined 12,000 patients suffering from tuberculosis. Of these, 56 had 
tuberculous ulcers in the pharynx, about 0.5 per cent. ‘The majority of ca_es 
occur in young adult patients, the age-group twenty to thirty being the most 
commonly affected. The fauces, particularly the tonsil region, are most 
usually involved, and dysphagia is a constant symptom. Treatment is 
directed towards alleviating the pain, and this may be brought about by the 
use of the orthocaine and benzocaine powder as described on p. 601. 
Another useful palliative treatment is light coagulation of the edges of the 
ulcer with the diathermy button, to destroy the most painful spots. This 
can easily be carried out under local anzsthesia, and in some cases gives 
dramatic symptomatic relief. It must be realized, however, that these 
pharyngeal ulcers are of grave prognostic significance, as they signify a gt ss 
breaking down in the general defence mechanism. As in tuberculous 
laryngitis, streptomycin has altered the outlook for the healing of the local 
condition, and should certainly be employed in these distressing cases. 


TUBERCULOSIS OF THE TONGUE 


Tuberculous ulcers of the tongue are not uncommon. In chronic pulmonary 
tuberculosis they usually involve the tip or free edge of the tongue in its 
anterior half, and they are sometimes associated with ulceration of the floor 
of the mouth. The prognosis is uniformly bad, except in the case of the 
solitary ulcer on the dorsum of the tongue. The latter type of disease is often 
of a chronic nature, and has responded well to light diathermy cauterization. 
As in disease of the larynx, the prognosis in the solitary ulcer is ultimately 
dependent upon the lung disease. 


TUBERCULOSIS OF THE NOSE 


The most common manifestation of tuberculosis in the nose is lupus. This 
is almost invariably associated with lupus on the skin of the face, although 
the nodules may not be particularly evident. The disease attacks the vestibule 
of the nose, the front end of the septum, and the anterior ends of the inferior 
turbinals. It is a chronic condition, usually arising in young people, and 
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may last for twenty or more years. It is a most disfiguring disease, as the 
tendency to healing is accompanied by gross scarring and contracture, while 
the disease breaks out in some adjacent area. Methods of treatment have 
been many and varied, but the application of the cautery has been the most 
successful in the past. The outlook today has been revolutionized by the use 
of calciferol and streptomycin, and these two treatments have largely re- 
placed all others. More active tuberculosis in the nose is seen in the form of 
tuberculoma of the nasal septum. 

I have recently had under my care a male patient, twenty-four years of age, who 
reported complaining of nasal obstruction. Two years previously a lump had been 
removed from the left side of his neck, which on section was shown to be a tubercu- 
lous cervical lymph node. On examination he had a bilateral bulging swelling on the 
anterior part of his nasal septum, with a nodular but not ulcerating surface. This 
swelling was occluding both nasal passages, so that he was reduced entirely to mouth- 
breathing. Some small palpable cervical nodes were present on both sides of his 
neck. X-ray of his chest did not reveal any abnormality. Biopsy of the swelling was 
carried out, and the section showed the appearance of tuberculous granulation 
tissue. In collaboration with Dr. Kenneth Black the patient was treated by means of 
injections of 0.5 g. streptomycin twice daily, and calciferol, 6000 units daily. There 
was a rapid regression of the tumour, and after 81 g. of streptomycin had been ad- 
ministered the treatment was discontinued. By this time the swelling had disappeared 
and the nose looked completely healthy. He has remained well for over two years 
since the completion of his treatment. 


TUBERCULOUS OTITIS AND MASTOIDITIS 


Primary tuberculosis of the aural cleft is a rare manifestation, and occurs in 
young children who have been fed on infected milk. Mostly, tuberculosis 
of the ear occurs in adult pulmonary tuberculosis, the infection reaching the 
middle ear via the Eustachian tube. In its early stages the patient may com- 
plain of the painless onset of deafness, and on examination it will be found 
that there is a hyperemia of the blood vessels on the surface of the drum. 
If the condition is observed further an exudate may be seen to gather in the 
middle ear, with the development of one or two overlying whitish areas. 
Shortly afterwards painless perforations may occur, with the development 
of a discharge. Sometimes, but not invariably, the perforation is seen to be 
multiple, but a marked feature of the perforation is that it is progressive 
until a subtotal lesion has occurred. If the disease progresses, involvement 
of the mastoid cells can take place, with the formation of tuberculous 
granulation tissue. This may break down to form pus. A not uncommon 
symptom is the development of facial paralysis, and in fact the development 
of a facial palsy in a child, with evidence of otitis media, should raise the 
suspicion of a tuberculous basis. In children, mastoiditis as a complication 
is more common than in adults, in whom the disease remains largely con- 
fined to the middle ear. When mastoiditis is present, as judged by facial 
paralysis or superficial swelling over the mastoid cortex, with perhaps X-ray 
evidence of bony caries, surgical treatment should be employed. This need 
not be radical treatment, as today the infection can be controlled by strepto- 
mycin and PAS therapy (Dickson and King, 1951). This latter should be 
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instituted in all cases in which a diagnosis of tuberculous infection of the 
middle ear has been made. In many cases there will be healing with strepto- 
mycin therapy alone, but if mastoid involvement has taken place, ordinary 
surgical principles should guide as to the nature and extent of the mastoid 
operation performed. When there is advanced pulmonary disease, operative 
treatment is not advocated, but with moderate lung infection, or in cases 
of primary tuberculosis of the mastoid, no hesitation should be felt in re- 
sorting to surgery in combination with antibiotic treatment and chemo- 


therapy. 


TUBERCULOSIS OF THE TONSIL 


In addition to the grave tuberculous ulceration of the tonsil found in 
patients suffering from advanced pulmonary tuberculosis, there is a primary 
latent tuberculous infection of the tonsil, which occurs in childhood and 
which is seldom associated with any lung infection. On superficial examina- 
tion the tonsils do not give rise to any suspicion of tuberculosis, although 
they are nearly always associated with some enlargement of the upper deep 
cervical gland. It is the development of tuberculous cervical adenitis which 
most commonly raises the suspicion that the tonsil is the seat of tuberculous 
infection. For years authorities gave different percentages for tuberculous 
infection of the tonsil in childhood. 

Scarff and Whitby (1928) examined 100 pairs of tonsils histologically, taken from 
children between two and twelve years of age, and a further 100 pairs of tonsils by 
both histological and bacteriological methods. In the first series they found evidence 
of tuberculosis in 2 per cent., and in the second in 3 per cent. Other observers, 
however, have found a higher percentage of infection, ranging up to 55 per cent. 
reported by MacReady and Crowe (1924). 

All observers are agreed that there are no clinical signs to distinguish 
these cases from non-tuberculous infected tonsils, and it is agreed that the 
presence of such infection is noi of great importance. 
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THE HUSKY VOICE 


By A. S. H. WALFORD, M.B., F.R.C.S. 
Senior Surgeon, Ear, Nose and Throat Department, Addenbrooke's Hospital, 
Cambridge. 


CHANGES in the quality of the voice range from a slight roughening of the 
normal tone to complete aphonia and may be brought about by any condition 
which interferes with the perfect approximation, vibration or tensity of the 
vocal cords. This interference may be the result of changes in the shape of 
the vocal cords due to: (1) inflammation; (2) ulceration; (3) new growths. 
Changes in mobility may be due to: (a) muscular weakness; (b) nerve 
paralysis; (c) lesions of the crico-arytenoid joint; or (d) foreign bodies 
preventing approximation of the vocal cords. 

As many different local and general diseases can bring about these changes, 
it is essential that the correct diagnosis be made and, as it is not uncommon 
for the laryngeal symptom to be the one first noticed by the patient, proper 
examination of the larynx may reveal some general disease. 

Examination of the larynx can be carried out by indirect or direct 
laryngoscopy. The latter requires good general or local anzsthesia and as 
a rule is carried out by the specialist rather than the practitioner. Indirect 
laryngoscopy, however, should be within the province of general practice 
and only needs ability to use a head light or head mirror, and a little prac- 
tice. However, if the practitioner is not certain that he can see the whole 


larynx, and can understand what he does see, reference to a specialist is 
essential. 

A quotation from Chevalier Jackson, brief but graphic, may perhaps em- 
phasize one of the dangers of incomplete laryngeal examination, and should 
be remembered in all cases of unexplained ‘hoarseness’: ‘Cancer lurks 
beneath the overhanging epiglottis’. 

The following local and general conditions may cause hoarseness: 


Simple neoplasm Leprosy 

Malignant neoplasm Actinomycosis 

Submucous hemorrhage Anthrax 

Singer’s node Angioneurotic cedema 

Tuberculosis Feebleness of laryngeal muscles 
Lupus Functional aphonia 

Syphilis Misuse of voice 

Acute laryngitis Trauma or blow over larynx 
Chronic laryngitis Trauma from caustic fluids and gases 
Pachydermia and hypertrophic laryngitis Crico-arytenoid joint lesions 
Perichondritis Paralysis of recurrent laryngeal nerve 
Diphtheria Foreign bodies 

Membranous laryngitis Prolapse of ventricle 
Laryngo-tracheo-bronchitis Cyst of larynx 

Glanders Puberty 


LARYNGITIS 
Simple acute laryngitis.—This condition may follow an acute coryza or arise 
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with no prodromal symptoms. The patient generally complains chiefly of 
a husky voice, but there may be some discomfort or pain in the region of the 
larynx, and sometimes pyrexia and constitutional disturbance. 

The throat may be normal or congested in appearance and the larynx will 
show general congestion and often sticky mucus or muco-pus hanging on the 
vocal cords, arytenoids or interarytenoid area. There may be cedema of the 
epiglottis, arytenoids or vocal cords. The disease tends to take its course 
lasting from a few days up to six weeks, but if any laryngeal symptoms are 
prolonged beyond six weeks suspicion of a more serious condition, such as 
neoplasm or tuberculosis, should be aroused. 

Treatment consists in general, and especially vocal, rest; avoidance of 
laryngeal irritants such as smoking, alcohol, changes of temperature; and the 
use of steam inhalations of friar’s balsam and a soothing spray such as Parke 
Davis’ chloretone inhalant. The condition often tends to recur and possible 
causes must be sought, such as chronic sinus infection, mouth-breathing and 
misuse of the voice, but a number of patients appear to get these recurrent 
attacks without apparent cause, and in fact some develop acute laryngitis 
instead of getting a nasopharyngitis when others in the household appear to 
have a simple coryza. The newer antibiotics are often given for this con- 
dition, but it seems doubtful if they have much effect. 

Acute laryngitis in young children.—This cor.dition is more inclined to lead 
to subglottic edema, and it must be remembered that these cases should be 
watched for signs of respiratory obstruction as tracheotomy may be re- 
quired. These children should receive chemotherapy, either penicillin or, 
probably better, chloramphenicol, as the infection appears to respond to 
these drugs and is probably different to that occurring in adult acute 
laryngitis. Occasionally, an adult may develop a very painful laryngitis with 
marked edema of the epiglottis, vocal cords and arytenoids; this is probably 
a streptococcal infection and should be treated with intramuscular peni- 
cillin, and the possibility of a tracheotomy being required must be re- 
membered. Cold compresses to the neck may occasionally avoid the need for 
the operation. 

Diphtheria may affect the larynx and be first noticed by huskiness of the 
voice and perhaps some stridor. The larynx can be seen to be covered with 
a membrane, and if this membrane can be seen on the fauces or in the nose 
it strengthens the likelihood of diphtheria, but sometimes the membrane is 
confined to the larynx, and here simple membranous laryngitis as well as 
diphtheria must be considered. If any doubt exists, antidiphtheritic serum in 
full doses should be given while waiting for the result of the swab and the 
case carefully watched as tracheotomy may be required. The non-diphtheritic 
membranous laryngitis may be part of a membranous laryngo-tracheo- 
bronchitis, and these patients should be given full doses of chloramphenicol. 
They should, however, be sent to hospital, as not only tracheotomy, but 
repeated suction may be required to maintain the airway. 

Subacute and chronic laryngitis.—In this condition the voice does not 
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return to normal and examination reveals general congestion of the larynx, 
sometimes with thickening of the vocal cords and false cords and of the 
interarytenoid region, but the thickening and congestion are symmetrical. 
Any asymmetrical changes in the larynx must always arouse the suspicion 
of some specific disease, such as tuberculosis, syphilis, or malignancy. 

Treatment is difficult as the chronicity is often due to over- or mis-use 
of the voice, and a voice production expert should be consulted, but it is 
difficult for an adult to alter his habits of voice production. These patients 
are often singers, parsons or actors and the cause lies in their vocation. Often 
such a patient with acute laryngitis wants to be cured at once, so that he can 
carry on with his work. This is usually impossible, and the patient should be 
advised that if he continues to use his voice professionally while he has acute 
laryngitis there is a risk that the condition may become chronic. The nasal 
airway and sinuses should be examined and any abnormality there put right. 
All laryngeal irritants must be avoided, and a soothing spray such as Parke 
Davis’ chloretone inhalant and steam inhalations of friar’s balsam may help. 

The question of infected tonsils in the etiology of chronic or recurrent 
laryngitis should be considered. Occasionally, infected tonsils may cause a 
laryngitis, but this is rare and great caution should be exercised in advising 
removal of tonsils in such cases. Sometimes the reverse is true; a patient 
who suffered from recurrent acute tonsillitis, after removal of the tonsils 
gets recurrent laryngitis. 

Tuberculous laryngitis ——This condition is always associated with pul- 
monary tuberculosis, but it is not uncommon for the patient to seek his 
doctor’s advice for the first time on account of pain in the throat or larynx, 
or complaining of a husky voice, so that the correct diagnosis of the 
laryngeal condition will establish that of phthisis. 

The larynx shows either ulceration or edematous swelling, and these 
changes are not as a rule symmetrical. As mentioned earlier, ulceration or 
asymmetry of the larynx should at once arouse suspicion of a serious 
etiology. The epiglottis may be swollen or ulcerated and, as in the larynx, 
the appearance of the abnormal tissue may be red and angry looking, but 
far more often it is a grey ballooning or presents grey rough granulations 
with or without an indolent-looking ulceration which may closely resemble 
that occurring in carcinoma of the larynx. Sometimes there is a localized 
swelling which resembles a neoplasm, and often there is thickening of the 
interarytenoid area. 

The diagnosis is made by examination of the sputum, X-ray of the chest, 
and, if necessary, by direct laryngoscopy and biopsy of the diseased tissue; 
for it must be remembered that a patient with pulmonary tuberculosis can 
also develop carcinoma. 

The treatment of this condition, which a few years ago was most un- 
satisfactory, has been completely revolutionized by the advent of strepto- 
mycin. A course of intramuscular injections of this drug combined with 
para-aminosalicylic acid generally results in healing of the laryngeal lesions, 
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but of course the tuberculous condition of the lungs must also receive the 
appropriate treatment, for laryngeal tuberculosis is always accompanied by 
some degree of tuberculosis of the lungs. 

Lupus of the larynx is much less common and gives the appearance of an 
indolent tuberculous laryngitis with shallow ulcerated areas showing a very 
granular surface. 

Syphilis may affect the larynx either as a secondary oz tertiary manifestation. 
In the former the larynx shows a marked general congestion, the congestion 
being more dusky than that usually seen in simple acute laryngitis, but 
suspicion may only be aroused when the acute condition takes longer than 
normal to clear. Mucouz patches may also occur in this stage. In the tertiary 
stage the changes seen are those of gummatous ulceration. This is usually 
impossible to diagnose from tuberculosis or neoplasm without a history and 
blood examination, and probably biopsy. Treatment is that of the causative 
condition. 

NEW GROWTHS OF THE LARYNX 
These may be divided into simple and malignant. The simple growths 
which commonly occur are: (1) papilloma; (2) fibroma; and (3) hemangioma. 

As I am dealing with changes in the voice, it will generally be cases in 
which these neoplasms start on the vocal cords which first show these 
symptoms. Fibroma and hemangioma are smooth non-ulcerated tumours 
and can be seen to have definite edges; they do not cause impairment of 
movement of the vocal cords, apart from mechanical prevention of approxi- 
mation. Papillomas have the same appearance as elsewhere and, especially in 
children, are often multiple, arising not only on the vocal cords, but from 
various parts of the larynx, including the epiglottis. 

The treatment of simple tumours is their removal by direct laryngoscopy, 
but they should always be sent for biopsy. Papillomas in children are very 
liable to recur and various means have been tried to prevent this, including 
radium and deep X-ray therapy. Usually it is best to rely on repeated re- 
moval, remembering that as a rule after puberty further recurrence will 
cease. 

Under the heading of simple tumours should be considered haematoma 
and singer’s nodes. The former arises as a rule from forcible shouting and 
can be seen as a red smooth swelling on the vocal cord. Treatment consists 
in resting the larynx. Singer’s nodes are smooth white raised nodules on one 
or both vocal cords at the junction of their anterior and middle thirds. These 
are due to over- or mis-use of the voice and will sometimes disappear with 
vocal rest and attention to proper voice production, but in some cases 
surgical removal is required. 

Malignant growths of the larynx.—These are divided into intrinsic’ and 
extrinsic. The former are limited to the vocal cords. The latter are those 
which occur in, or have extended to, any part ot the larynx beyond the 
vocal cords. 

The treatment and prognosis of the two vary greatly. The intrinsic type, 
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in the early stages, has an excellent prognosis and can be treated by non- 
mutilating surgery or radiotherapy. The extrinsic type has a far worse 
prognosis and can only be treated by mutilating operations or intensive 
radiotherapy. It is therefore of the utmost importance that all cases of 
intrinsic carcinoma should be diagnosed at the earliest possible moment, 
for if the growth is limited to one vocal cord and has not extended above or 
below it, or to the anterior commissure or arytenoid, about 80 per cent. of 
cases can be cured permanently, either by the simple operation of laryngo- 
fissure, or by deep X-ray therapy. 

The reasons for this good prognosis are twofold: (1) The growth produces 
symptoms while very small, often before it is more than 2 or 3 millimetres 
in diameter. (2) The lymph drainage from the vocal cords is poor or even 
non-existent. It is necessary therefore to stress again that any adult who has 
a husky voice for more than six weeks should be suspected of having a 
carcinoma of the vocal cord until it can be decided that the condition is 
due to some other cause. 

Laryngeal examination will reveal a rough raised or ulcerated area on one 
vocal cord, and biopsy wiil usually be required to clinch the diagnosis. 

The treatment is either by laryngo-fissure, which entails splitting the 
thyroid cartilage in the anterior midline and excising the affected vocal 
cord with an area of unaffected tissue, or by deep X-ray therapy. 

Extrinsic carcinoma will require, as a rule, complete laryngectomy, but 
in cases in which this is contraindicated, deep X-ray therapy will temporarily 


improve the condition and may in some few cases effect a cure. Complete 
laryngectomy is a mutilating operation, but many patients can be trained to 
speak quite well by swallowing air and regurgitating it through the mouth. 
In suitable cases laryngectomy will effect a permanent cure, and there are 
many patients who after this operation can carry on with their work and 
lead a happy and useful life. 


LARYNGEAL PARALYSIS 

The motor nerve supply of the larynx is the recurrent laryngeal nerve which 
supplies all the muscles of the larynx except the crico-thyroid muscle, and 
the superior laryngeal nerve which supplies the crico-thyroid muscle. Motor 
paralysis of the larynx may be : (a) abductor paralysis; (b) adductor paralysis. 
In considering these two types Semon’s law must be remembered. Semon’s 
law states that in paralysis of the recurrent laryngeal nerve of organic 
origin, the abductor fibres are affected before the adductor. He also states 
that paralysis of purely adductor types is of functional origin. This law has 
exceptions, but in clinical practice it is of great use in distinguishing the 
organic from the functional case. 

Adductor paralysis.—This condition is much more common in women 
than in men. The loss of voice is usually sudden and may follow a nervous 
shock or an acute coryza. The voice is generally a complete whisper rather 
than a huskiness, and the cough is phonic. This alone should lead to the 
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suspicion that the cause is not organic. On examination the larynx is normal 
in appearance, except that on phonation the cords do not approximate 
completely, but they will be seen to do so on coughing. 

The treatment consists in reassurance and suggestion. If it is explained 
to the patient that as he can make a noise when he coughs there is no reason 
why he should not do so on speaking, and if the coughing sounds are 
gradually transformed into vocal ones, it is generally possible to persuade the 
patient to adopt a phonic voice, but the loss of voice is very liable to recur. 
It should be remembered that adductor paralysis often follows mild laryngeal 
infection, so that it must be made certain that all laryngeal inflammation has 
settled and that no other local cause for the aphonia is still present. 

A small pedunculated tumour on a vocal cord may cause a weak voice, 
but on coughing may be forced above the cords allowing a phonic cough. 
Generally, ill-health or over-fatigue will predispose in some patients to an 
adductor paralysis, so that general treatment apart from suggestion should 
not be forgotten. 

Abductor paralysis.—This condition may be unilateral or bilateral and is 
always organic in origin. 

Unilateral abductor paralysis.—On examination of the larynx the appear- 
ance will vary according to the stage of the condition. 

Stage 1: The paralysis is incomplete and the affected vocal cord is seen to 
lie in the midline, due to the fact that the adductor muscles are still function- 
ing. The other vocal cord which moves normally can approximate so that 
the voice, although perhaps husky, is not completely lost. 

Stage 2: The paralysis has affected both the abductor and adductor 
muscles, so that the affected cord lies in the cadaveric position which is 
midway between adduction and abduction. The arytenoid on the affected 
side is tilted forward and therefore appears larger than its fellow, and the 
affected vocal cord appears shorter. The other vocal cord moves normally, 
and may even move across the midline to approximate with the affected one. 
If so, the voice may be normal or only slightly husky, but if the normal cord 
has not learned to cross the midline the voice may be very weak. 

Treatment consists in finding and treating the cause which may be any 
lesion which can affect the recurrent laryngeal nerve in the skull, in the 
neck or in the thorax. 


(1) In the skull: bulbar lesions 

Thrombosis of the posterior inferior cerebellar artery 
Syringomyelia 

Disseminated sclerosis 

Polioencephalitis 

Medullary tumours 

Syphilis 

Tumour of the base of skull 

(2) In the neck 

Tumours 

Abscess 

Operation upon, and malignant disease of, the thyroid gland 
Secondary malignant glands 
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(3) In the thorax 

Aneurysms of the aortic arch or right subclavian artery 

Malignant glands of the mediastinum 

Direct spread of malignant disease of the esophagus or bronchi 

Hodgkin’s disease 

Apical pleurisy 

Pericarditis 

After all these causes have been excluded there still remains quite a large 
group of cases in which no cause can be found for the recurrent laryngeal 
nerve paralysis. Some of these may be due to a toxic neuritis, such as may 
occur in diphtheria, measles and influenza, but there may be no history of 
these diseases, and we are left with a group of so-called idiopathic cases. 
Possibly these cases may be due to a slight visceroptosis of the thoracic 
contents exerting a tension on the recurrent laryngeal nerve as it hooks 
round the subclavian artery on the right side and the aortic arch on the left; 
but at present all that can be said is that this group develops a recurrent 
laryngeal nerve paralysis which may or may not recover, but in which no 
other symptoms develop. It is important to remember this group, but no 
case should be given this diagnosis until all the other causes have been 
excluded, which means thorough neurological examination, X-ray of lungs 
and mediastinum, and careful palpation of the neck. 

Bilateral abductor paralysis.—This is a condition of paralysis of the 
abductor muscles on both sides at the same time and is due to a toxic cause, 
bulbar paralysis, operations on both sides of the neck, or extensive malignant 
disease. It is a dangerous condition which may cause respiratory obstruction 


and require some form of plastic operation on the larynx to increase the 
airway, or a permanent tracheotomy. 


FOREIGN BODIES IN THE LARYNX 


This condition rarely presents itself only as a case of husky voice, but | 
have seen a case of a young adult female whose only symptom was aphonia 
of several months’ duration. 


After expectant treatment by her practitioner she was sent for an X-ray of the 
larynx, and on screening an open safety-pin was found in the region of the larynx. 
The radiologist accused the nurse in charge of not removing all pins from the 
patient’s clothing, and not until it was proved to him that there were no pins outside 
the patient would he believe that it was inside the larynx. 

Laryngoscopy showed the pin impacted and lying between the vocal cords. Its 
removal resulted in a complete cure. It is of course most unusual for a foreign 
body to be so long in the larynx without causing other symptoms, but the larynx, 
like most other parts of the body, soon becomes tolerant of a foreign body, and the 
original coughing which probably occurred was of short duration and forgotten by 
the patient. 


Laryngeal examination in this case would have at once revealed the cause 
of the aphonia, and the case has been included as another example of the 
need for early and thorough examination of the larynx. 








UPPER RESPIRATORY INFECTIONS 
IN INFANTS 


By A. V. NEALE, M.D., F.R.C.P., D.P.H. 
Professor of Child Health, University of Bristol. 


IN practical paediatrics this diagnosis is commonly used and it embraces 
a rather wide group of disturbances, some of which are benign and fugitive, 
but there are some serious potential possibilities. An infant with persistent 
or progressive upper respiratory infection runs considerable risks, par- 
ticularly in regard to local extension or to general disseminating disease. 


ANATOMY 

An infant’s nose has soft walls and septum, and its narrowness, together with 
shallowness, immature turbinate bones and forward direction of the nostrils, 
rather favours a normal free passage of air, but unfortunately any excess 
secretions and mucosal swelling may easily obstruct the relatively narrow 
lumen, and favour collapse of the nasal walls during inspiration. Oro- 
pharyngeal lymphoid tissue is usually not prominent in the infant, but 
sometimes postnasal adenoid tissue may favour troublesome infections, and 
the wealth of lymphatics around the pharynx may determine modes of 
spread of infection, e.g. acute retropharyngeal abscess. The loose and vascu- 
lar mucosal tissues extending through the pharynx and supraglottic regions 
to the larynx may be significant in acute spreading inflammatory edema 
(p. 616). The Eustachian tube is short, but wide and nearly horizontal, and 
thus an easier transmission from the lateral pharynx may occur. The middle 
ear is hardly smaller than in the older child, and its vulnerability is also 
greater because of a dangerously thin tegmen tympani and the open attic 
to the small mastoid antrum and its cells. The ethmoid cells are only very 
thinly shielded from the orbital tissues. Occasionally, congenital choanal 
stenosis or atresia may gravely aggravate postnasal obstructive tendencies; 
or micro-rhinia may similarly deform and obstruct one of the nares. 


BACTERIOLOGY 

The upper respiratory tract is sterile at birth. Infection may, however, occur 
immediately afterwards by nasal contamination with a mixed flora, e.g. 
B. colt and streptococci, or rarely gonococci from vaginal sources. Under 
ordinary conditions, bacteria can be grown from the nose within a week of 
birth, and not infrequently Staph. aureus is an early arrival. In health, 
however, the lower pharynx and the larynx remain sterile. Common 
pathogens are Staph. aureus (quite a number of strains being penicillin 
resistant), Streptococcus hemolyticus and viridans, pneumococci and, in par- 
ticular cases, the hemophilus group. Superimposed infection may be due to 
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B. pyocyaneus, B. coli, yeasts, or B. proteus. Whenever possible, bacterio- 
logical assessment with antibiotic sensitivity should be determined—a pro- 
cedure which may indicate quickly a means of rapidly controlling a spreading 
or obstructing infection in the narrow upper respiratory passages. Virus 
infections may precede or accompany any of these disturbances. 


PREVENTION 


Unfavourable medical-social cenditions, such as faulty parental care, family 
infection, overcrowding, poor nutrition or an overweight flabbiness, direct 
droplet infection, careless nasal probing with wool pledgets, oral sepsis 
engendered through bad hygiene or possible direct contact from con- 
taminated hands or bathing utensils, are all matters of importance, and 
especially so when the infections are recurring or spreading among groups 
of infants. Acute upper respiratory infection demands special skill and care, 
and not least is some appropriate isolation from other infants and visiting 
adults. Older sibs with ‘colds and catarrhal nose’ may be a menace in the 
nursery. A family survey may be indicated. Protection from the ‘common 
cold’ is important. 


CLINICAL MANIFESTATIONS 


A ‘common cold’ in an infant may be very dangerous. Acute coryza may be 
followed rapidly by secondary suppuration and a diffusion of the sepsis. 
Measles, pertussis, pre-poliomyelitis, or influenza may have to be con- 
sidered in particular circumstances. Sero-purulent or even hemorrhagic 
nasal discharge may quickly appear with some excoriation of the nares, or 
thick glutinous pus may soon obstruct the nose. Inspection of the pharynx 
(and a proper survey of all visible parts is desirable) may reveal purulent 
material flowing dangerously near the Eustachian orifices or moving down- 
wards in the neighbourhood of the glottis. A quick survey of the oral cavity 
might favourably establish the absence of complicating thrush or a glosso- 
gingivitis. Careful inspection of the ear drums should be made at intervals, 
with special regard to the detection of a ‘pink’ or dull tympanum. Acute 
‘mastoid’ swelling may soon lead to tension tenderness over the thin (1 mm.) 
outer covering. The small maxillary antra may quickly fill with pus and, in a 
similar way, the thin-walled ethmoid cells may suppurate and so produce 
cedema of the eyelids or bridge of the nose, or extend to a peri-orbital 
abscess. Much pain is engendered by the tension created in these various 
osseous structures. The only significant local signs may be a diffuse mucosal 
hyperemia in the upper respiratory tract, and the general disturbance may 
be out of apparent proportion. 

Acute severe toxemia, high temperature, flushed face, rapid respiration, 
hot dry or profusely sweating skin, early oral desiccation, an intractable 
restlessness, whimpering, cough, acute meningism, convulsions, severe 
anorexia, vomiting, loose stools or severe diarrhcea (occasionally blood- 
streaked motions due to swallowed infective material), toxic erythema, or 
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even purpura, restless rolling of the head and sleeplessness leading to ex- 
haustional short phases of sleep, are some of the phenomena which may be 
very disturbing to everyone, not least the doctor if he is not well versed in 
the possible bizarre clinical states related to acute upper respiratory in- 
fection in the infant. Acute gastro-enteritis may occur synchronously. Cause 
and effect may not be clear, but in every case the upper respiratory tract 
must be carefully watched. A wide descent of the inflammatory response to 
the glottis or larynx may add extra difficulty, as in acute noisy or even 
alarming stridulous breathing with or without visible obstructive effect, as 
is easily determined by inspection of the neck and chest wall for any in- 
spiratory retraction. The ‘midnight’ convulsion with a temperature of 
104° F. (40° C.) is a common emergency in this age-group, and in many such 
cases it is an acute pneumococcal upper respiratory infection with hardly 
any visible local signs in the earliest stage; differential consideration of acute 
meningitis must, however, be considered in such circumstances. 

Occasionally, purulent meningitis is directly traceable to acute upper 
respiratory infection, and a whole string of cerebral disasters may trail from 
acute auro-mastoid sepsis. Persistent diarrhcea may cause dehydration and 
electrolyte (especially potassium) disturbance. Toxic or metastatic septic 
arthritis, toxic hemorrhagic nephritis or a heavy albuminuric infantile 
nephrosis, hematogenous sepsis or pyemia, a hemolytic or toxic hypoplastic 
angzemia may appear in exceptional cases. In special circumstances care must 
be given to the possibility of: (a) a foreign body, such as a piece of cotton- 
wool, or a small pea inserted by an originally-minded older sister or brother, 
or even from an injudicious use of some oily ‘nasal drops’; (b) acute nasal 
diphtheria; (c) acute gonococcal purulent rhinitis in early infancy; (d) 
acute retropharyngeal abscess; (e) acute allergic rhinorrhea; (f) superior 
maxillary swelling associated with severe infra-orbital edema due to acute 
staphylococcal osteomyelitis originating in an unerupted dental follicle in 
the gingival border (Haworth, 1947); (g) edematous descending retro- 
pharyngeal lymphangitis which may extend into the mediastinal tissues and 
lymph glands as a phlegmonous process; (h) supraglottic laryngeal edema; 
(i) acute obstructive laryngotracheitis; (j) secondary acute nasal sepsis in 
congenital syphilis may have masking influences in an elusive way. 

Special mention must be made of acute (may be fulminating) obstructive 
cedematous or phlegmonous (necrotizing) pharyngo-glotto-laryngitis. This is 
an acute ‘croup’ due usually to a sudden severe infection with (probably) a 
virus, but quickly followed by secondary infection with Staph. aureus, 
hzmolytic streptococci and/or Haemophilus influenza. Increasing attention 
has been given to this upper respiratory syndrome because of its predilection 
for infants, and the extreme danger of asphyxial obstruction which may 
swoop down as a result of the acute inflammatory necrosis and edema of the 
mucosal zones. Neffson (1949), in the United States, and Forfar et al. (1951) 
in Scotland, have drawn particular attention to this disease. Briefly the 
majority are under three years of age, respiratory distress is of sudden onset, 
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so much so that it may even be thought by a parent that the child has some- 
thing stuck in the throat. There may be a short period of coryza, a little 
hoarseness and cough or possibly a sore throat, with nothing visible beyond 
a simple hyperemia. Respiratory distress and prostration are highly 
significant, and the infant may be struggling for breath and reveal inspiratory 
and expiratory stridor and the general features and state of dangerous 
hypoxia with cardio-circulatory failure. Suprasternal recession and inter- 
costal and epigastric retraction indicate the degree of glottic or laryngeal! 
obstruction. Temperature may range between gg9° to 105° F. (37.2° to 
40.6° C.). Thick necrotic exudate may be removable with a special sucker. 
The picture may resemble, and has possibly been confused with, acute 
laryngeal diphtheria. Forfar (1951) notes that the clinical course is short, 
and in four patients who died the illness was from ten hours to three days 
only; in the recovered cases convalescence had begun in a week. Urgent 
diagnosis is clearly imperative. Danger looms in every case. Fortunately, 
antibiotics will usually readily attack the infecting organisms. Chloram- 
phenicol and/or aureomycin, and penicillin given synchronously, have pro- 
duced reliable relief in this disease, and their early use will prevent the 
added danger of tracheobronchitis, which may even render a tracheotomy 
valueless. 

Acute staphylococcal purulent rhinitis in infants is of especial importance 
because it is caused by quite virulent strains of Staph. pyogenes, and possibly 
up to 20 per cent. of the infections are penicillin resistant. This is especially 
so in infants under six months of age, and is partly related to an increasing 
incidence of such penicillin-resistant staphylococci in the air and on the skin 
surfaces of the human population. Purulent rhinitis of this type might 
obviously create much trouble, e.g. hematogenous skeletal osteomyelitis; 
secondary purulent conjunctivitis; skin sepsis of local form such as purulent 
paronychia, or possibly a sudden appearance of dangerous pemphigus. This 
form of acute nasal sepsis is a typical example of the essential help obtainable 
from the bacteriological laboratory. Fortunately the present wide range of 
antibacterial action of either chloramphenicol or aureomycin will usually 
deal with the penicillin-resistant infections. It must also be remembered that 
untreated severe nasal suppuration in infancy may seriously damage the 
mucosal and cartilaginous structures and be responsible for later dis- 
turbances of adequate nasal growth and form, or an ultimate devascularized 
scarred mucosa of lowered resistance to chronic infection. 

Special considerations may have to be given to acute alimentary problems 
arising in upper respiratory infection. Vomiting may be difficult to check. 
Such factors as air swallowing or an irritant hyperemic pharynx, with 
paroxysmal cough leading to vomiting are significant. A feeding difficulty may 
be created. The situation may demand first-class maternal care and nursing, 
and spoon feeding at frequent intervals to enable an adequate fluid intake. 
The toxic anorexia may call for some ingenuity in the matter of feeding. 
Dehydration should be avoided, especially since under conditions of bacterial 
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toxzemia dehydration provides an added risk to tissue damage, and especially 
in the liver and kidneys. Sudden and severe diarrhoea, as may occur in acute 
upper respiratory infection in a debilitated infant, may cause rapid general 
collapse and must be met by adequate fluid and electrolyte intake (e.g. 
Darrow’s solution containing potassium). Arising out of pathological studies, 
it would appear that the more severe alimentary disturbances, in upper 
respiratory infection, are related to some peculiar effect of concurrent acute 
nasal sinusitis. Upper respiratory infection may seriously complicate certain 
severe diseases in infancy, for instance in pink disease, coeliac disease, 
fibrocystic pancreatic disease, and in each case a temporary exacerbation of 
the general problem is not unusual. It is of some importance to know that 
degrees of lung collapse may occur apart from any other evidence of pul- 
monary infection. The disnosing factors to upper respiratory infection may 
be suggested by the general physical inferiority of the infant. “Teething 
colds’, however, need to be properly surveyed before agreeing with the 
popular notion. It is important to detect a bad technique in feeding, and 
especially any irregular method of bottle feeding which might favour re- 
gurgitation into the nose and the Eustachian orifices. 


DIAGNOSIS 


It has been hinted already that the possible bizarre nature of the acute 
disorders appearing in this disease may be misleading. The sudden onset of 
night fever and rapid respiration with active ala nasi may suggest early acute 


pneumonia: and in fact the picture of acute pneumococcal toxemia with 
flushed face and peri-oral pallor is simulated. In this phase a convulsion is not 
unusual, or even an alarming series of twitchings may continue and is clearly 
related to the unstable and irritable nervous system in this age-group. A 
red throat is all that may be seen. The chest, however, will be clear and no 
obstructive signs are present in this initial phase of the illness. Some re- 
actionary meningismus may be clinically confusing, but the anterior fon- 
tanelle tension can be a valuable guide in estimating a responsive intracranial 
pressure. 

In twenty-four hours nasopharyngeal secretions may be detectably 
purulent, and at the same time a coryzal appearance, with sometimes a 
marked conjunctival reaction, is seen. Purulent accumulation may be quite 
rapid in the nasal passages, and inspiratory nasal collapse due to obstruction 
of the nares can be particularly distressing to the infant who has, so far in 
life, experienced no difficulty in comfortable nasal breathing. In a breast- 
feeding baby the nasal obstruction may create an acute dilemma for the 
baby and the mother but, of course, every ingenuity and simple consideration 
must be made to maintain the breast feeding and lactation. An inflamed ear 
drum may be the only detectable sign of an acute upper respiratory in- 
fection. In some cases enlargement of lymph glands occurs in the triangles 
of the neck, but this is often inconspicuous in infancy. The infection tends 
to spread rather along the inner or peripharyngeal lymphatics. For this 
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reason a careful watch must be made for an acute retropharyngeal abscess, 
and particularly so when deep stridulous sounds appear. (Edema and 
prominence of the uvula may be seen, and in the congenitally ‘long’ uvula it 
may act as an added source of pharyngeal irritation. Suspicion of accom- 
panying acute inflammatory swelling of adenoid islands may be related to 
retropharyngeal narrowing and noisy guttural respiration. 
TREATMENT 

Good nursing care is essential. Undoubtedly the nursing of an infant with 
acute upper respiratory infection can severely tax even an intelligent mother, 
unless the practitioner can quickly reassure that the diagnosis is clear and 
that some of the alarming signs, such as a general collapse of the infant, 
with or without a convulsion, may rapidly react favourably to cool, calm and 
collected attention. In actual practice it may be quite important to ensure 
peace and quietness, to regulate rigidly a fussy and disquieting collection of 
intruding relatives, and to lay down the rule that the mother is the most 
valuable nurse in the circumstances. It is still important to get the infant into 
a room with ample fresh air which can circulate freely round a cot and, 
despite all lay advice to the contrary, keep the room at an optimal cool 
temperature. The pernicious habit of cluttering up the cot with heavy and 
embarrassing covering of the infant must be checked. Any restricted chest 
movement is not only very disturbing and uncomfortable, but may quite well 
favour a descent of the infection down the respiratory passages or engender 
an area of lung collapse. Free air and chest movement are essential. Quiet- 
ness will encourage restfulness all round. Fluid requirements will be met by 
taking full advantage of periods of improved responses from the infant, and 
this in itself is one of the arts in practical management. Positioning the infant 
is of some importance: a soft comfortable mattress and the head of the cot a 
little elevated are helpful to maintain simple postural drainage of the nose 
and pharynx (an infant freely swallows its upper respiratory secretions) and 
at the same time allow free diaphragmatic excursions. A minimum of active 
handling is the aim and, of course, undue fussy attention to toilet affairs is 
not required. 

A light warm dressing to the infant’s neck might give comfort, and when 
there is acute painful adenitis an immobilizing head-neck bandage can be 
helpful; but the ears should be kept exposed for any necessary examination. 
If any ulcero-membraneous gingivitis or secondary oral sepsis appears, a 
liberai local application of 1 per cent. solution of gentian violet is useful. 
Undoubtedly sedatives are most valuable in soothing the infant’s obvious 
distress. An injection of phenobarbitone sodium, 1 grain (65 mg.), may be 
required, but oral phenobarbitone, } grain (16 mg.), repeated in four hours 
as necessary, is usually effective. Suitable doses of chloral hydrate may 
supplement this, but in cases in which pain is distressing I recommend 
syrup of codeine phosphate, 20 minims (1.2 ml.), given sublingually and re- 
peated at six-hour intervals. This may also allay irritable cough. Steam 
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tents are rarely necessary but may be found helpful if and when laryngo- 
tracheal irritation arises, but special care must be taken to prevent overheat- 
ing the infant. Sudden, and perhaps unexpected, reactionary bronchiolitis 
may call for special measures; in fact the clinical picture may occasionally 
change so quickly in this way as to render an oxygen supply necessary. 
Otherwise a well-ventilated room without strong cold current is adequate. 
Auroscopy at intervals may disclose a drum under tension. The signs and 
the general situation must determine whether or not an emergency myringo- 
tomy is required. 

The antibiotics are definitely life-saving in some of the severe fulminating 
acute upper respiratory infections in infancy. Moreover, the ‘wide bacterial 
spectrum’ group—chloramphenicol and aureomycin—are in some respects 
safer and more dramatically successful than the isolated use of penicillin. In 
acute pneumococcal upper respiratory infection, however, penicillin is quite 
effective and may be equally helpful in some of the Staph. aureus cases, but, 
as has already been said, a number of Staph. aureus strains are insensitive or 
are only part of a mixed infection and it is probably safer to rely, in par- 
ticularly doubtful circumstances, upon chloramphenicol, despite the present- 
day cost. The quick resolution of an acute purulent infection in infancy is a 
justifiable aim. Chloramphenicol may be used in dosage of 30 mg. per kg. 
daily, given in divided oral doses at intervals of four to six hours. Aureo- 
mycin is certainly a versatile antibiotic, devoid of some of its former 
nauseating influence, and has probably an over-all advantage when grossly 
mixed coccal and bacillary infection is present, and practically all strains of 
Staph. aureus succumb to its action. Terramycin has similar potencies. 

There is no reason why sulphonamides should not be used, but some 
special care will be necessary when dehydration oligemia is present or may 
become so through secondary vomiting, diarrheea or rapid respiration. 

It is not suggested that energetic resort to expensive antibiotics or to 
sulphonamides should be an invariable rule. In fact, many infants can and do 
safely negotiate upper respiratory infection with simple care and nursing, and 
skilled medical observation. Each case must be considered upon the whole 
clinical merits, but perhaps a bacterial assessment may indicate a special 
line of urgent therapy. It may be unwise to attack officiously each fugitive 
or minor upper respiratory infection with antibiotics: even an infant has 
some reasonable powers of natural reaction and defence which can be 
judiciously encouraged with perhaps some gradual upbuilding of his own 
acquired resistance. Nature must not be officiously denied her advances in 
these respects. 

In certain cases, however, no undue risks can be taken. In this respect I 
may emphasize the peculiar dangers of acute upper respiratory infection in 
infants under three months of age, perhaps especially in the neonatal age 
period, and most especially in prematurity. 

Finally, whenever it is suspected that acute spreading upper respiratory 
infection, with edematous swelling and its consequent mechanical dangers 
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in the small glottic and laryngeal zones, are impending (and especially in 
the hyperacute form noted above), there should be no delay in bringing in 
all means of attack, bearing in mind that combined toxic and asphyxial 
complications may appear with dramatic and tragic suddenness in some of 
these circumstances. 

In certain cases of recurrent or persistent upper respiratory infection in 
infants it may be wise to remove a hypertrophied septic adenoid mass. 


SOME FURTHER POINTS 


Direct laryngoscopy may confirm that birth trauma has caused dislocation 
of the cricothyroid, or that congenital stridor is due to an abnormal epiglottis, 
and that either of these may be aggravating inflammatory swelling; and in 
the newborn, lary..geal infection may be associated with a viscid muco- 
purulent exudate which can only be removed effectively by local suction. 
The injudicious use of a metal ‘mucous-catheter’ for clearance of the upper 
respiratory tract at birth may be quickly followed by traumatic sepsis in 
the throat and roof of the mouth, or oral violence with gauze swabbings may 
involve infective excoriation of the delicate mucosa. Nasal and oral infection 
may be quickly related to infective paronychia in an underfed baby who is 
fingering his mouth, and perhaps monilial infection may be recognized and 
demand local application of 1 per cent. gentian violet. 

Some irritants causing inflammatory nasal mucosal swelling may be 
traceable to laundry bleaching agents or to peculiarly dusty clothing. Nasal 
catheters used for oxygen inhalation may cause much damage and sepsis 
unless special care is exercised. The sick infant, with upper respiratory 
sepsis, might, by a capillary flow of secretion down the trachea, infect a 
segment of the lung, and an insidious lung abscess may develop; the normal 
expelling ciliary epithelial defence may be rendered ineffective. Nasal bleed- 
ing due to congenital telangiectasis may be an alarming incident in the 
course of acute local sepsis. Ephedrine in saline nasal drops may have a use, 
but oily preparations are liable to gain access even as low as the bronchioles 
and set up lipoid pneumonia. Sulphonamide preparations applied directly in 
the nose are deprecated on the score of creating local hypersensitivity to 
the chemical, or to an irritative or obstructive crusting in the nasal passages. 
Hot dry rooms may quickly cause desiccation of the upper respiratory 
mucosa with resultant paralysis of the epithelial ciliary action which is so 
vital to protect the nose as far down as the mid-pharynx. A surprisingly 
heavy albuminuria without casts or cells may be recognized during acute 
upper respiratory infection: fortunately this usually disappears quickly 
after effective elimination of the septic toxzemia. 
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TONSILS AND ADENOIDS IN CHILDREN 


By WILLIAM McKENZIE, M.B., F.R.C.S. 


Surgeon, Royal National Throat, Nose and Ear Hospital; Surgeon, Ear, Nose and 
Throat Department, Prince of Wales Hospital, Tottenham. 


A Few months ago I found in an old drawer a reprint of an article on the 
removal of tonsils and adenoids in children, which had been published in 
The Practitioner in 1912. I noticed that the first paragraph was an apology 
for writing about children’s tonsils at all, so the subject was evidently 
thought to be as hackneyed as it is in the present generation. Yet when I 
read the article I found that there was a great difference between practice 
now and practice thirty years ago, and this, coupled with reflection over the 
letters which I received from doctors in practice, determined me to try and 
put into words the attitude which the ear, nose and throat surgeon has 
towards this problem at the present time. 

In the first place, the old article aclvised that tonsillectomy in adults must 
be approached with care, as it is a dangerous operation; this warning also 
included operation on children over twelve, as I read the context. This advice 
would find no supporters now, for an operating list of six or seven tonsil- 
lectomies in adults is a commonplace, with the house surgeon finishing the 
list. In fact, I can remember only one death from tonsillectomy in an adult, 
and I have been in practice as a surgeon for fifteen years. The rest of the 
article dealt with the experiences of operation on 5000 children; the guillotine 
was used in all cases, and it is a tribute to the style of the writer that the 
operation appeared delightfully simple and only needed ordinary care on the 
part of the anesthetist and surgeon to be completely successful. We now 
know, of course, that this is not so, and while the change from the guillotine 
to dissection has been accepted in London, guillotine removal elsewhere in 
England remains much as it was thirty years ago. 


DISSECTION OR GUILLOTINE? 


To go over the points in favour of tonsillectomy by dissection in comparison 
with the guillotine operation would be tedious, and in any event they have 
often been made before. The main cause for the survival of the guillotine 
is economic, for the guillotine is quick to use, and ten children may be 
dealt with in an hour, even if the operator is not anxious to hurry. Now, in 
a crowded area, such as an industrial city, the waiting list may be so long that 
anything less than ten children an hour will make no difference to the 
waiting list, and in fact I know of one mining town where twenty children 
have their tonsils removed in this fashion every day, excluding Saturday and 
Sunday. This summary disposal is not the fault of the specialist in that 
town, it is the fault of the administration, which will not pay for services 
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which are considered essential in London. It is only fair, however, to state 
the other side of the case. I work in a crowded quarter in the East End 
and my registrar and I remove, between us, the tonsils and adenoids of 
eight children each week, with the result that we have a waiting list of more 
than twelve months, and this waiting list appears to be permanent. I con- 
sider, however, that we should continue as we do, for it serves as a reminder 
to the authorities that the operation of removal of tonsils and adenoids in 
children is not a minor operation, and to do it properly needs time and 
training. To give one example of this :— 

After the 1939-45 war I was appointed to a large Council Hospital near London, 
where the clinics were busy and the general standard of work high. There was a 
long waiting list for tonsillectomy in children, and the medical superintendent ex- 
plained to me that he did not propose to make me responsible for it, but he would 
transfer this duty to the two resident surgical officers. I did not like to complain as I was 
recentiy appointed, and in due course groups of six children were admitted twice a 
week and were sent home in the evening of the same day after operation. I was not 
asked to examine these children, but I realized that I was not looking after this 
suburb as I should, when two general practitioners telephoned me on the same 
evening to say that their patients were vomiting blood. The explanation was, of 
course, that the children were sent home too soon, for every child should be kept in 
for forty-eight hours at least after tonsillectomy, and indeed I keep my cases in 
hospital for four days, but the combination of a quick operation and discharge on 
the same day is difficult to resist by a hospital administrator, especially since the 
same procedure has been followed for generations. 

I have dealt with the choice of operation rather /ully, although I realize 
that it is not of immediate interest to the family practitioner, as he is un- 
likely to do the operation. He will, however, see the failures of both methods, 
and there is no doubt that failure is more common after guillotine tonsil- 
lectomy. 

A month ago I was asked to see a woman with a quinsy. She had had her tonsils 
removed in childhood, and from her description a guillotine had been used. When 
I examined her I found a well-developed left peritonsillar cellulitis. The left tonsil 
was large, although the right tonsil had been removed completely. 

This appearance is so common that I am quite used to it. Most people are 
right-handed, and they seize the guillotine in their right hand, so that the 
right tonsil is removed first. The mouth now fills with blood, the patient 
may be lightly anesthetized and cough repeatedly, and the left tonsil is hard 
to grasp. In consequence, a tonsil remnant is more likely on the left side, 
and so it was in my patient. 

If the left tonsil is hard to remove, the adenoids are more so. Any surgeon 
of experience will agree that removal of the adenoids is the most difficult 
part of the operation. It needs deep anzsthesia, time, and a sharp curette, 
and I need not labour any of these necessities, for everyone will remember a 
failure from lack of one of them. 

The patient was a charming little girl of eleven, the daughter of an officer, and I 
saw her in Simla during the war. She needed to have her tonsils and adenoids re- 
moved, and I agreed to do the operation. I had brought my own equipment from 
England including a stone, to sharpen adenoid curettes, but I never became 


dexterous with this stone so my curettes were not as sharp as they would be in 
London. The result was that I left a large adenoid remnant at the end of the opera- 
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tion, which I could see quite well after three weeks, and I only hope it has not given 
her trouble since. 


Another example is the following :— 


The patient was a girl of fifteen, who had returned from India with her parents. 
In India the adenoids had been removed twice, yet she was referred to me for 
persistent mouth-breathing, snoring and colds. I could see a large adenoid remnant 
with the post-nasal mirror, and I advised that she should be admitted once more for 
operation. The parents agreed to this, and I was able to remove her adenoids in the 
theatre of my hespital, where the curettes are sharp. They were, however, not sharp 
enough, for two operations had made the adenoids so tough that nothing would 
remove them except an adenoid punch forceps, which was fortunately on the 
theatre sister’s table. With them the adenoids were removed piecemeal, and although 
the operation could not be considered elegant, the child recovered from her symp- 
toms, and has been well for the last six months. When I asked the parents to give 
me fuller details of the two operations in India, it was clear that the guillotine had 
been used, and on both occasions she had been sent home on the same day, so that 
neither operation could have been taken very seriously. 


INDICATIONS 


In the article published in 1912 the indications were not discussed and the 
contents were devoted to the technique and results, which was not sur- 
prising, for the surgeon had condensed his experience of 5000 cases. I have, 
however, to work in two hospitals each week, and it is clear that many 
general practitioners have not become familiar with the present-day teach- 
ing about tonsillectomy in children. The first and most important point is, 
that the history is decisive in the examination for tonsil infection. The ap- 
pearance of the tonsils is of no importance; and it does not matter whether 
they are large or ragged. 

A child of seven was referred to me recently by her doctor. She had been 
referred to him by a dentist, who had commented on the juiciness of the tonsils when 
he was examining the teeth, and had advised the parent to ask for further advice. 
There was no history of sore throats or of fever, and I advised the parents to pay no 
more attention to what had been said by the dentist. I told them also that I was not 
ape of making any comment on the child’s teeth, but this remark passed them 

y. 

A red tonsil or soft palate in a child is not a sign of chronic infection. It is 
a sign that the infection is recent and probably acute, and it means that the 
temperature should be taken and the child sent home to bed. 

When the child opens his mouth for inspection, the main point to estab- 
lish about the tonsils is that they have not already been removed, for their 
appearance in the intervals between attacks is too misleading for a diagnosis 
to be made. The only exception is when the tonsils are so large that they 
interfere with breathing through the nose, which is rare. A tonsil remnant 


can, of course, be seen quite easily. 


HISTORY 


To return to the history, the best account of recurrent tonsillitis is from a 
trained observer, who can describe what he sees; for example, if I have a 
letter from a doctor who says that he has seen a child in three attacks of 
acute tonsillitis during the previous three years, I put the child down for 
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operation without hesitation, although I may pretend to occupy myself in 
examining the child for the parents’ sake, but a letter of this kind is rare. I 
once collected a hundred letters from doctors in the hospitals where | 
worked and only twenty-five mentioned that the child had attacks of 
tonsillitis. If the doctor’s letter does not tell the history, then the parent 
may help, and for this reason I never see a child without a parent, if it can 
be managed. Children are well known to complain little about their throats, 
which makes things difficult, but the parents may remember that the throat 
was a little sore, or that the child could not swallow. Sometimes the mother 
may remember that the tonsillar glands enlarged when the child was ill. 
An example of this difficulty is the following :-— 

The patient was an intelligent small boy of five, who was an only child. He had 
suffered from repeated attacks of fever for two years, and his tonsils had been re- 
moved with no benefit. He was referred to me as it was thought that he had a sinus 
infection. I examined the boy, who was so nervous that he would not allow me to 
use a tongue depressor, and I also arranged for an X-ray of the sinuses, which was 
normal. I told the parents that I could find nothing wrong, and the pediatrician 
subsequently gave the opinion that the symptoms were functional. At all events he 
improved quickly when he went to school. 

The fact that this patient was an only child was helpful, and I always ask 
the parent how many children there are in the family. A child of a family of 
four is likely to have something really wrong with him before his mother will 
go to the trouble of seeing her doctor and of visiting me. The other questions 
I ask are the same in each case. No doubt they might be improved, but in a 
busy out-patients’ department it is difficult to make the history longer. They 
are none of them as useful as a history of repeated attacks of tonsillitis. 

Earache and otitis media should suggest adenoid infection, and so should 
deafness. Deafness in a child is hard to find, because it is only slight when it 
is due to adenoid infection. A simple way of showing it is to stand the child 
against a wall twenty feet away and in a quiet voice to ask him to come back. 
If the child stays where he is, he is probably deaf. If this test is used, it is a 
good plan to warn the mother to keep silent, because parents are anxious for 
their child to be at his best when he visits the doctor, and the whole pro- 
cedure may be ruined by the mother repeating in a loud voice what the 
doctor has said. 

Frequent colds is a fact which I record in the notes, but which I treat with 
reserve. I have two children myself, and I know how common coughs and 
colds are ‘n young children. If a dozen children are invited to a Christmas 
party we are lucky if eight arrive, yet those children who stay away with 
slight infections often grow up to be healthy without any operation on their 
throats. 

Loss of appetite is perhaps the best index of the child’s general health if 
the mother is a good observer, and particularly if the child’s appetite was 
once good. A mother who has only one child is, however, unreliable, simply 
because she has no idea what a young child should eat. 


A child of twelve was referred to me for tonsillectomy. She had no history of sore 
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throats, but her appetite had been very poor for eighteen months. Her father brought 
her to see me, and I thought this a little unusual, so I asked where her mother was. 
The child was sent out of the room at once, and the father told me, that he had been 
divorced for two years but that he did not want his daughter to know. 

I had no difficulty in this case in advising against tonsillectomy, and | 
also told her father that the child probably knew what —.ad happened to her 
parents. 

The history of previous illnesses is recorded on the sheet, which I made 
out for my hospitals. It includes such simple ailments as whooping-cough 
and measles, and I have been tempted to do without it, but a history of the 
child’s health is useful, and in any case the recurrent throat infection may 
have begun with an infectious illness such as scarlet fever. I have recently 
made up my mind to keep this part of the history permanently on the form, 
because it has proved most useful during the common epidemics in the 
children’s ward. If the ward is closed because of measles, for example, 
the registrar needs only to look up the case sheets and to send for the 
children who have already had measles. 


EXAMINATION 
The examination of a child sent for operation has been outlined already and 
it remains to add the small part which is peculiar to the specialist. Before 
doing this, 1 may say that the chief trouble I have in examining children is 
to control the parent. If a child is brought in by his mother and made to sit 
on the examination chair while the history is taken, he may have to wait a 


few minutes, and during that time can take stock of his surroundings. I 
find that if the child becomes bored and fidgets, he is seldom frightened, 
and provided that the mother is warned to keep quiet, the ordinary examina- 
tion of the child’s nose and throat can easily be accomplished. This is not 
to say that some children have not to be held, and if it is necessary to hold 
them I do not hesitate, but such a display of force is a nuisance. In very 
young children of two years or less it is, of course, impossible to expect them 
to know what is going to happen, and the best method is to treat them as 
young animals, and to follow them about with the various specula, seizing 
any chance they may give to be examined. Small children are less easiiy 
frightened, but they never keep still for more than a few seconds, which 
makes manipulations difficult. The throat should be examined last in all 
children if there is any difficulty, for examination of the ears and nose is 
less troublesome. 

The nose should be inspected in a strong light for muco-pus or for excoria- 
tion of the nostrils. A head mirror and nasal speculum will make this easier, 
but some idea can be gained by using an ordinary torch. 

The eardrums are not easy to see, but sometimes signs of past infection are 
a help in deciding about treatment. 

Examination of the child should end by gently feeling its neck for enlarged 
tonsillar glands. This is the best evidence of recent infection of the nose and 
throat, and in the past the poorer population of London was seldom without 
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it. With better medical care it is less common now, so that it is valuable as 
a sign, but it must be remembered that it is not necessarily a sign of active 
infection; it is quite likely that these glands will disappear as the child re- 
covers his normal health, although this may take several months. 


A small boy of five was brought to me by his mother who told me his neck had been 
a little swollen for a year. | examined him and found the tonsillar glands were en- 
larged, and as the history suggested an adenoid infection I advised their removal. 
The parents agreed, and the operation was uneventful. The child seemed not to 
change, but suddenly, six weeks later, the glands disappeared completely. 


This concludes the special examination, but there is one fact which may be 
of great help. This is the general appearance of the child. There is one doctor 
I know who has built up a large practice on this observation alone, which in 
his case amounted to a gift. He could tell when a patient was ill. The same 
holds for these children, although, of course, their ill-health is seldom severe. 
In deciding how ill the child has been during the attacks of tonsillitis the 
parents’ mentality must always be considered; the daughter of a university 
lecturer, for example, may not really be very ill with an acute tonsillitis, but 
she may set the whole household by the ears and rob her parents of sleep 
for days, so that in the mother’s eyes tonsillectomy becomes an urgent 
necessity. 


SPECIAL CASES 
There remain only certain exceptional cases: 
First, there is the child who is sent with a large cervical gland. This is 
usually quite an obvious swelling and it is often tuberculous. The question 


is whether tonsillectomy will improve it or not. Now, many practitioners 
will remember the time when these cases were common, whereas now they 
are rare, and the improvement is not due to us, it is due to the improved 
conditions of the working class in England. This fact alone is enough to make 
me hesitate to advise operation, but I recommend tonsillectomy if there is a 
history of repeated sore throats, as I would in the case of any other child. 

Next there is the child with an asthmatic history. These children are a 
problem, because they are often weedy and undersized, and the parents are 
anxious to have everything possible done. The best advice to give is to 
suggest tonsillectomy if there have been sore throats, but at the same time 
to warn the parents that the operation will not influence the asthma; it will 
not improve it, nor will it make it worse. 

A few children are still sent with illnesses which may be due to a septic 
focus, such as chronic nephritis and rheumatism. This matter has been dis- 
cussed so thoroughly in medical journals that all 1 can say is that I have 
never seen a child with either of these diseases who has been cured by 
tonsillectomy. 

CONCLUSION 
A question which some parents ask is “What will happen to my child if he 
does not have his tonsils removed’. I am surprised, in fact, that 1 am not 
asked this more often, but the answer which I always give is that the child 
will have sore throats, perhaps as often as two or three each winter, and that 
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he will probably recover from them at puberty. I say, too, that the attacks 
of tonsillitis are most unlikely to have an effect on the child’s general health, 
provided, of course, that the child is well when I see him. In young children 
removal of the adenoids alone will often be enough, and I only advise 
tonsillectomy if there have been sore throats, or if the tonsils are very large. 
In older children, over twelve years of age, the problem is akin to tonsillitis 
in adults, and tonsillectomy can be advised without removal of adenoids, if 
these are small. 

Children are often brought to my clinics who have had an operation else- 
where, but in whom symptoms of adenoid infection persist, such as per- 
sistent nasal discharge or repeated earache. Adenoid removal is difficult, and 
no one need be cast down to hear that the operation has been a failure in 
one of his patients, although naturally it will occur less often with the 
experienced surgeon. 


The patient was the granddaughter of the hall porter of my consulting room, and 
she had her tonsils and adenoids removed by my registrar. Two years later he 
brought her to see me again, and it was obvious that the adenoids could not have 
been completely removed. I admitted the child to hospital, and this time I placed 
her on my operating list. When she was anzsthetized I found the nasopharynx full 
of adenoids, and no one could have told that mine was the second operation. Now 
my registrar was an experienced operator and I can only suppose that he left * small 
piece of adenoid tissue which grew larger in the two years. 

This ex erience, with many like it, has made me advise that every child 
should be’admitted to hospital for examination under an anesthetic, if there 
is any doubt that the symptoms are due to adenoids which have not been 
completely removed. I advise this, because it is not always possible to make 
an examination of a child’s post-nasal space in the out-patients’ department. 

Finally, I think it might be instructive to tell the story of a little girl of 
nine whom I saw as an emergency :— 

The father was a wealthy estate agent and he asked me to see his daughter who 
was ill with a temperature and, he said, tonsillitis. She had had her tonsils removed in 
the country as an evacuee during the war. When I asked why she had the tonsils 
removed, it was clear that recurrent tonsillitis had not been the reason, and I could 
only imagine that the tonsils had been thought to be enlarged. When I examined the 
child, there was no infection of the throat, although there was a tonsil remnant, and 
I told the parents to have patience, as evidently the child would recover in a day 
or two. She recovered as I expected, and I heard no more, until another daughter 
was brought to see me, and I inquired about my first patient. After a little hesitation, 
the parents told me that soon after I had seen her they had arranged for her to have 
a second tonsillectomy in a nursing home. 


This story is an example of two unnecessary operations, and I hope that 
those who have read so far in this article will agree that sometimes the ear, 
nose and throat surgeon is credited with faults that are not his, and that the 
responsibility for failure after tonsillectomy in childhood should rest with 
both the parents and doctor; this does not alter the fact that the removal of 
tonsils and adenoids is one of the most successful operations in surgery, 
although no longer the fashionable operation it was in 1912. 





DIVERTICULOSIS OF THE COLON 


By BERNARD MYERS, C.M.G., M.D., F.R.C.P. 


I WELL remember, when a medical student just over fifty years ago, being 
present at a necropsy in an abdominal case when I noticed some pouches 
on the descending colon and sigmoid flexure. Inquiring from the post- 
mortem attendant what they were, he replied that such pouches were not 


Fic. 1.—The X-ray of my descending colon 
and pelvic colon shows numerous diverticula. 
They are fairly large, such as are often found 
in the colon, and are for the most part passive 
sacs which retain barium and no doubt fxces. 
There is little associated spasm. Such diver- 
ticula, although large for the colon, are rela- 
tively small compared with those in the 
jejunum. 


infrequently seen in the post- 
mortem room but he did not think 
they could be of much importance 
as he had never heard any of the 
pathologists draw the attention of 
the students to their presence. 
Little did I imagine then that in the 
course of time I would be able to 
write an article based upon thirty 
years’ personal experience of the 
condition. 


CASE HISTORY 
Thirty years ago, when in the 
middle forties, I became aware that 


for several months the faces had 
tended to become drier and that a 
greater effort was becoming neces- 
sary at stool. All went well until on 
one occasion an extra and sustained 
effort was made, when I felt a sen- 
sation as if something had suddenly 
given way in the left side of the 
abdomen; this was accompanied by 
some half-dozen crackling sounds 
which evidently originated inside 
the abdomen. Two days later an 
X-ray of the alimentary tract de- 
monstrated the fact that several 
pouches had appeared in the de- 
scending colon and sigmoid. It so 
happened that in an annual medical 


overhaul two months previously, which included a bismuth meal, no sign of 
diverticulosis in the bowel was then seen. Since that time I have been 
X-rayed many times (fig. 1), and these examinations have demonstrated the 
slight gradual increase in the size of the diverticula and the appearance of 
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several more in the sigmoid, descending colon, and one or two in the 
transverse colon. 

Sir Arbuthnot Lane advised me to take one to two tablespoonfuls of 
liquid paraffin thrice daily. This greatly relieved the discomfort, but the 
dose being excessive I reduced it to half that amount, and later to a dessert- 
spoonful, morning and evening only. This proved ample, although on 
occasion it has had to be increased slightly, or reduced, for a few days. 

Mackenzie Wallis examined the stool within a year of the onset of symp- 
toms and found occult blood; a similar result was obtained five years later. 
With this exception the stool proved to be normal on both occasions. 

At about the same time as the diverticulosis appeared, or possibly a little 
previously, I had a fall on to my back, resulting in the fissuring of the right 
lateral processes of the third and fourth lumbar vertebra, and a year or two 
later spondylitis was present in the affected lateral processes. The pain from 
the latter was severe in the lumbar region, and down the left thigh and leg, 
to the ankle, ultimately giving rise to loss of sensation above the ankle on the 
inner side. Having suffered from trouble from my right nasal sinuses for 
some time I was treated by Bedford Russell, who found all the right 
sinuses badly infected, and effected a perfect cure. Next my teeth were dealt 
with, and having septic roots, the dentist removed them all, and with a most 
satisfactory set of dentures I felt distinct relief and better in my general 
health, together with some lessening of the discomfort sometimes felt from 
the diverticulosis. 

So soon as I became aware of my diverticular condition I avoided all 
undesirable and indigestible food, and made a careful diet for myself, 
although it was evident that much of the information gained in this direction 
was to be looked upon as in the nature of an experiment, until the real facts 
were ascertained. Generally speaking, at first the diverticulosis did not greatly 
trouble me, but after some eight to ten years I experienced my first attack 
of spasm in the region of the splenic flexure, probably from diverticulitis. 
That attack occurred before the sinusitis had been cured. I experienced a 
distinctly tight feeling in the splenic flexure, which did not relax, and neither 
flatus nor faeces was being passed. A barium meal showed spasm at the splenic 
flexure. When the condition was relieved, the faces, which had evidently 
been in the flexure, demonstre*~d definite evidence of compression, whereas 
the faeces preceding and follo. ag it were normal in size. 

Intermittent pain, not of an acute type, was accompanied by spasm, and 
later replaced by a dull ache. We will call the splenic flexure spasm ‘A’. 
The same symptoms occasionally occurred at a point two inches lower down 
the descending colon, ‘B’, or at the lower end of the descending colon, ‘C’. 
Usually the spasm at ‘B’ only became evident when the splenic spasm 
relaxed, and at ‘C’ when ‘B’ relaxed. As a rule, after taking an antispasmodic, 
and the passage of a motion, all these symptoms ceased. Blood was never 
visible to the naked eye. On many occasions during the early stages I noted 
referred pain on the right side of the body when spasm was present on the 
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left, thus when ‘A’ was involved there was also referred pain over the 
epigastrium, if at ‘B’ it was just below the gall-bladder, whilst with involve- 
ment at ‘C’ it was referred to the right loin, or occasionally the right iliac 
fossa. lt is noteworthy that the referred pain was intermittent and always at 
a slightly higher level than the actual causative area. It ceased when the 
spasm was relieved. No abnormality has been discovered in any of the 
referred areas. Recently there was present, with a spasm at ‘C’, a tender 
point to the left of the lumbar spine. 

In the last twenty years pain and ache over the posterior part of the 
bladder have sometimes been present during defacation, leaving an ache for 
an hour or two afterwards. It is rarely troublesome now and possibly the 
diverticulum causing the symptoms has been walled off by fibrous tissue. 

Four years ago I had a tall on to the right side of my chest and broke the 
right fifth and sixth ribs in the mid-axillary line, together with much bruising 
of the tissues. This was followed by a firm spasm at the splenic flexure 
which prevented the passage of faces or flatus and gave rise to pronounced 
meteorism adding greatly to the discomfort. This condition lasted for forty- 
eight hours and was finally relieved after taking four doses, at three-hourly 
intervals, of a mixture consisting of tincture of belladonna, 10 minims (0.6 
ml.), tincture of stramonium, 5 minims (0.3 ml.), codeine phosphate, 1/8 
grain (8 mg.), and chloroform water to half an ounce (14 ml.). This anti- 
spasmodic mixture has often been invaluable to me. The relief was completed 
after a careful irrigation of the colon. 

Last year I suffered from severe right renal colic. When at last the stone 
began to pass down the ureter into the bladder with the usual treatment- 
a period of over two days—the pain ceased in the region of the right kidney, 
but marked abdominal colic occurred instead below the urabilicus. Finally, 
the stone was passed per urethram. During the two-and-a-half days while 
the stone was still in the ureter there was no movement of the bowel, and 
even the high colonic irrigation did not result in the passage of either faces 
or flatus. The irrigation was repeated on the second day, but again with a 
negative result. However, on the third day, with the stone then in the 
bladder, the abdominal colic ceased and a natural normal motion was 
passed. Evidently the spasm, presumably in the region of the ileo-colic 
sphincter, relaxed as the stone dropped into the bladder. 

I have not found diverticulosis to present any real difficulty to the carrying 
out of one’s professional work; in fact the busier one became the less time 
there was to meditate on such things. 1 am convinced that attending care- 
fully to the diet, keeping the bowels open twice daily, using such treatment 
as may be required, and keeping a happy state of mind, together with 
sufficient exercise and sleep, are the best ways to make light of the troubles 
due to diverticulosis. 

DIET 
In the treatment of diverticulosis there is nothing of greater importance 
than that the patient should be advised as to the most suitable diet, to which 
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he should closely adhere. Of course it is understood that some persons may 
require slight modifications of the ordinary diet and which, if not likely to 
do any harm, can be allowed, as it is desirable to make the meals interesting 
as well as suitable for the complaint. It is essential that a dentist should 
thoroughly examine the teeth and deal efficiently with any needing treat- 
ment. After the mouth is cleaned up, if a denture be required it must fit 
perfectly, for good mastication is essential for these patients. The food 
allowed must be correctly prepared and well cooked. 

Briefly, all food should be non-irritating and digestible. Roughage of any 
kind should be scrupulously avoided to prevent irritation of the diverticula: 
no seeds, no skins and no fibrous material. Fibrous roots, stringy vegetables 
and hard food are not allowable. 

I shall now describe the dietary which has agreed with me, although I 
realize it may not be ideal for every sufferer from diverticulosis. Only a 
bland diet is permitted when there are even the slightest symptoms of 


intestinal discomfort. 


Diet.—Plain soups or meat extract. White bread and toast without crusts, and 
butter. Fish of almost any kind, whether sole, plaice, turbot, cod or salmon, with 
appropriate simple sauces. Smoked salmon occasionally. Poultry, roast or boiled, 
with parsley sauce; game, if not high. Roast lamb, boiled mutton in small amount. 
Boiled or mashed potatoes; well-cooked cauliflower with sauce, or tender cabbage 
(only the inner leaves); early peas (broken by the fork before mastication) ; beans, if 
sufficiently tender and free from stringy pieces ; asparagus, when first in season, with 
melted butter. I find no trouble from the tender inner leaves of young lettuce, 
provided it is well cut up and thoroughly masticated. Milk puddings are excellent, 
and steamed puddings agree with most people. Stewed fruit, free from skins or 
seeds, go well with milk puddings. Blancmange and jellies can be recommended. 

I have never had any trouble from spinach, which must first be put through a 
sieve, nor with tomatoes, if fresh and just ripe, whether cooked or otherwise, but 
the seeds must be quite soft. Eggs are most important and can be eaten boiled, 
poached or scrambled, or in custard. Personally I find no trouble even from a small 
quantity of quaker oats with milk and sugar, in cold weather. 

Fruits such as bananas, if quite ripe, agree well and act as a laxative. So do plums 
and greengages. Cox’s orange pippins, if thoroughly masticated, seem to agree, 
especially after breakfast. I can also recommend orange juice and grapefruit juice. 
Blackcurrant juice, quite free from seeds, makes a change sometimes. If any article 
of diet is causing flatulence it must either be taken in smaller amount or avoided 
altogether. 

I see no harm in the smoking of two or three cigarettes daily, but would not advise 
cigars or pipes. The less alcohol taken the better, but I found a little whisky and 
water before retiring at night agrees quite well. Of course, tea or coffee, with milk 
and sugar, are allowed. 


LAXATIVES 


There is no doubt that liquid paraffin, taken half an hour before breakfast 
and again before the evening meal, is most suitable; it is a lubricant and 
slight laxative. The usual dose is a tablespoonful, but in some cases a little 
more or a little less answers for the particular individual. Several articles 
have appeared in the medical press suggesting that liquid paraffin is absorbed 
and deposited in the liver and lungs, but Professor Raper of Manchester 
University, who performed the experiments, informed me in a personal 
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communication that this statement is not true in the case of human beings. 
Another valuable adjunct in treatment is petrolagar emulsion, plain, which 
I strongly favour. There are other similar types of preparations which are 
useful. I have tried various lubricants but I have found the following pro- 
cedure the most useful: Half an hour before breakfast a tablespoonful of 
liquid paraffin is taken, and one or two teaspoonsful at midday. Before, 
during or after the evening meal, a dessertspoonful of plain petrolagar is 
taken and followed with a little water. The result is a soft formed motion 
passed without difficulty. It is a good plan, once fortnightly or weekly, to 
omit the liquid paraffin and petrolagar one day, and to take that night 
instead four milk of magnesia tablets and four teaspoonsful of syrup of 
figs half an hour before the evening meal. An excellent result is obtained 
next morning, and that day the usual procedure of liquid paraffin and pet- 
rolagar is resumed. 

Very important also from the laxative point of view is the introduction 
into the dietary of well-cooked stewed prunes, ripe dates when first in 
season, cultivated rhubarb perfectly stewed and served as a purée, and ripe, 
but not over-ripe bananas crushed by a fork before ingestion. 


HIGH COLONIC IRRIGATION 
I look upon this as almost an essential part in the treatment of diverticulosis 
of the colon. The irrigation must only be carried out by those nurses who 
have been thoroughly taught all details and are absolutely reliable and 
experienced. The correct procedure is as follows :— 


Twelve to sixteen gallons of weak sodium bicarbonate solution (a teaspoonful to 
the quart) are used at a temperature of 100° to 102° F. After the first eight gallons a 
very pale solution of permanganate is sometimes used. Great patience is essential and 
only a pressure of about 12 inches allowed. This is regulated by the height of the 
glass container above the bed. The tube is not inserted high up at first. The lower 
bowel is washed out, or if necessary a small soap and water enema given beforehand, 
and then the tube gently passed farther up by degrees, but mo force is used. In some 
cases the result is quickly obtained, but the greatest patience is necessary as it takes 
an appreciable time to wash out the bowel thoroughly. 

The patient lies on his left side to begin with, and then turns on his back for about 
twenty seconds, and in some instances moves over to the right side for a few seconds 
and then to the left side again. In acute cases six ounces of olive oil are used, being 
retained for an hour before treatment; this is very beneficial. 

Irrigation of the colon is better carried out at regular intervals, such as 


monthly, or when required by symptoms. 


DISCUSSION 
Diverticulosis of the colon is a not infrequent affection of men and women 
in middle-life and old age. If diagnosed early and efficiently treated the 
ind. vidual can live a full life and without much discomfort. Patients with 
suggestive symptoms should have a barium meal, followed by a barium enema 
to settle the diagnosis. If diverticulosis is not treated efficiently as soon as the 
diagnosis is made and the treatment carried out meticulously, serious con- 
sequences may result. In the early stages, when indigestible material settles 
in a diverticulum and causes spasm and consequent discomfort and con- 
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stipation, it is not unlikely that congestion only may be present, and high 
colonic irrigation is likely to remove the irritating material, but if not 
removed, diverticulitis may then result, with local pain, spasm, marked 
constipation, and during an acute or subacute phase there may be a slight 
degree of fever and polymorphonuclear leucocytosis. The affected part of 
the colon may thicken, or in time a localized abscess may form, or perfora- 
tion of the bowel occur into a neighbouring organ or the peritoneal cavity, 
thus constituting a serious surgical emergency. 

The various causes that have been suggested can be divided into pre- 
disposing and exciting. Among predisposing causes, age with some accom- 
panying atrophy is probably of importance, and possibly spondylitis which 
through the sympathetic nervous system may exert an unfavourable trophic 
influence on the colon. However, all cases of diverticula of the colon do 
not suffer from spondylitis and its influence is a little doubtful. Sepsis, as 
from the teeth, or sinusitis might cause local inflammation of the mucous 
membrane and in time weaken the bowel wall. Another cause must be men- 
tioned which personally I believe to be of importance, i.e. the apparent 
decrease of mucous secretion in the ageing person, with drier motions. 

Once the bowel is weakened, any marked increase of pressure from within 
from extra effort tends to cause a hernial formation or diverticulum which 
with further subsequent pressure assumes the form and shape with which 
we are acquainted. As previously stated, I personally had all the likely 
causes mentioned, both predisposing and exciting, and I have described 
how I actually heard the formation of the diverticula in myself. 

It is therefore advisable for any man or woman who has arrived at middle- 
age and notices a tendency to constipation to take liquid paraffin and have 
a barium meal, and if necessary, a barium enema. If there be no evidence 
of diverticulosis no harm has been done, but if present, immediate treatment 
will be arranged and much unnecessary suffering prevented. 

The spasms, which occasionally occur at the splenic flexure, or the lower 
end of the descending colon, or midway between these points, are dis- 
tressing, the rigid localized contraction of the colon causes an uncomfortable 
ache or pain over the spasm, with marked constipation. The belladonna 
mixture already mentioned only gives complete or partial relief of symptoms 
when dryness of the mouth has been produced, but the irritating foreign 
substance in one or more diverticula should be removed as soon as possible 
by high colonic irrigation to obtain complete relief. 

Are these spasms produced in sphincters existing in these areas? In reply 
to this question the anatomy department at St. Bartholomew’s Hospital 
sent me the following letter :— 

“The recognized sphincters of the gut beyond the duodenum are :— 

(1) The ileo-colic sphincter—an anatomical entity 

(2) The cxco-colic »» a possible physiological entity 

(3) The mid-colic - —according to some: not a demonstrable anatomical 


structure 
(4) The recto-colic —(O’Beirne’s sphincter). 





DIVERTICULOSIS OF THE COLON 635 


In (2), (3) and (4) there is no demonstrable anatomical arrangement in the nature 
of a “pylorus”: these sphincters are functional rather than morphological. But 
wherever there is a tube of circular plain muscle, sphincteric action is always 
potential, if not actual. The whole of the descending colon from splenic flexure to 
sigmoid can be looked upon as a physiological sphincter. This part of the gut is 
usually empty and contracted, for its office is merely to transfer the contents of the 
distal half of the transverse colon into the storehouse of the pelvic (sigmoid) colon, 
prior to passage through the rectum at the appropriate time. The observation of 
sphincteric action anywhere along the descending colon is therefore not surprising : 
functionally this entire piece of gut is nothing more than a much-extended sphincter. 
Anatomically, however, it is not possible to localize sphincteric action in this bowel 
segment on any basis of histological structure—i.e. no special modification of the 
gut wall can be detected at splenic flexure or elsewhere. And to be a sphincter 
anatomically a gut segment must manifest some specific structural arrangement’. 

I also asked my old friend, Sir Arthur Keith, for his opinion on the subject 
and also his views as to why the splenic flexure was so long rigidly con- 
tracted after the fracture of my 6th and 7th right ribs. He replied :— 

‘A sphincter is normally in a state of contraction—relaxing only to permit contents 
to descend. . . . I do not think—between the cecum and anus—there is any segment 
constantly acting as a sphincter and that the spasmodic localized action you have 
noted . . . is rather of the nature of a localized reflex set up by some lesion in the 
bowel. I think fracture of the 6th and 7th ribs could reflexly bring about a spasmodic 
contraction of the splenic flexure. My <zecollection is that in formalin-hardened 
bodies the splenic flexure is found usually to be in a contracted state’. 


From the above information it can be assumed that, although no actual 
sphincter normally exists from the splenic flexure to the lower end of the 
descending colon, this region of the large intestine is sensitive to an exciting 
cause and capable of reacting by rigidly contracting. This explanation would 
account for contraction after local irritation and from fracture of the ribs. 
It is also interesting to note that the passage of a stone down the right 
ureter caused contraction in the region of the ileo-colic sphincter, allowing 
no feces or flatus to enter the colon until the stone had entered the bladder. 
It is presumed that the sympathetic and parasympathetic nervous system 
played an important part in the spasmodic contractions. 

The question may be asked as to the effect of barium sulphate used in the 
X-ray investigation on the diverticula. In my experience the effect has been 
invariably soothing, especially if there had previously been some local 
congestion. Most of the barium passes out quickly, but it may be a week 
before the disappearance of the last trace. 


SUMMARY 
I have described my personal experience with colonic diverticulosis. 

Reference has been made to ‘spasm’ which may occur in various parts 
of the descending colon, and to the probable causation. 

The prognosis, treatment and diet have been dealt with, and a detailed 
description given of high coionic irrigation. 

Finally, I wish to state emphatically that those suffering from diverti- 
culosis of the colon can be of good cheer, as if it be diagnosed sufficiently 
early and treated according to reliable methods the patient should be able 
to live a full, healthy and happy life. 








TERRAMYCIN AND VENEREOLOGY 


By R. R. WILLCOX, M.D. 
Consultant Senior Assistant, Venereal Disease Department, St. Mary's Hospital. 


THE arsenical and sulphonamide era of venereal disease therapy was rudely 
shattered by penicillin. But today, if penicillin is still supreme, other con- 
tenders for the réle of the most effective drug in the treatment of these 
diseases are already on the scene. All of the three newer oral antibiotics 
enjoying widespread use, namely, aureomycin, chloramphenicol, and terra- 
mycin, have some action upon all of the venereal diseases. Much work has 
yet to be done and, for the time being at any rate, penicillin is still the 
mistress in the treatment of gonorrheea and syphilis. What the future holds 
is uncertain. 

It has been mooted by some that even if these oral antibiotics are not 
quite as effective as penicillin in the treatment, for example, of syphilis, then 
two antibiotics used in conjunction might prove more successful than if 
one only were used by itself. However, this might not necessarily be so, for 
in vitro experiments conducted by Gunnison et al. (1950), involving ordinary 
bacteiia, have suggested that the action of penicillin is interfered with both 
by aureomycin and by chloramphenicol, and vice versa. If penicillin acts 
mainly on dividing cells, whereas bacteriostatic concentrations of aureomycin 
and chloramphenicol inhibit cell division, such an interference of action 
might well come about. However, the final test tube in experimental 
medicine is the human body, and we must await extensive clinical trials 
with both drugs before this precept may be proved to apply to the diseased 
patient. 

This article attempts an up-to-date appraisal of the status of one of these 
oral antibiotics—terramycin—in the treatment of the venereal infections. 
Terramycin is prepared from the Streptomyces rimosus, and is marketed as 
the hydrochloride in 250 mg. capsules for oral use. It is not yet manu- 
factured in this country, but it is understood that plans are being made for 
its packing and distribution from a factory to be established in Great Britain. 


GONORRHGA 
Studies in vitro of the action of terramycin and other antibiotics against the 
gonococcus include those of Gocke et al. (1y50a,b), who tested 28 strains 
of N. gonorrhee ayainst terramycin and found that, together with aureo- 
mycin and chloramphenicol, the effective concentrations of these drugs were 
only slightly higher than that of penicillin. 

There is no doubt that gonorrhoea may readily be cured with prolonged 
dosage of terramycin. Caldwell et al. (1950), for example, had no failures or 
relapses in 7 patients treated for four to five days. As the drug is also effective 
against syphilis, efforts have been directed towards establishing the minimal 
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dose effective against gonorrheea, so that the risk of simultaneously acquired 
syphilis not declaring itself at the proper time is minimized. Single doses of 
up to 2 g., however, appear to be insufficient. Hendricks et al. (1950) had 
only 15 to 55 per cent. cure rates with single doses of 250 to 1,500 mg. 
Schoch and Alexander (1950) treated 26 cases with a single dose of 1 g., but 
three patients still showed gonococci after twenty-four hours and were re- 
treated with more extensive dosage. All were well in one week. Putkonen 
(1951) treated 12 women with single doses of only 0.5 g., and there were 
six failures. Of 55 other women treated with single doses of 1 g., however, 
45 (62 per cent.) were considered cured. Robinson (1950), using single doses 
ot 1 g., experienced failure in three out of six patients, although with single 
doses of 2 g., 14 of 18 patients tollowed for eighty to ninety days remained 
apparently well. Three of his patients experienced vomiting, and he did not 
consider that either method was entirely satisfactory. 

More success has attended treatment with divided doses. Hendricks et al. 
(1950) treated 15 patients with two doses each of 500 mg., repeated in six 
hours, with 8 successes, but claimed all of 15 cured who were given two 
doses of 1 g. at the same interval. 

My personal records (Willcox, 1951a) show three failures in six patients 
treated with single doses of 1 to 2 g. Of 19 followed up of 23 others treated 
with two oral doses each of 1 g. there were only two relapses, although there 
was one reinfection and two who were later treated for a residual urethritis 
in smears from which gonococci were not found. Even these results cannot 
be said to be ideal but, if they are not as good as those of penicillin at its 
best, they are certainly not inferior to those of penicillin at its worst, as re- 
ported by King et al. (1950). Not being completely satisfied with the dose 
of 2 g., given either as a single dose or in two divided doses, I am now trying 
the same total amount given as one 250 mg. capsule four times a day for 
two days. At the time of writing 16 cases have been treated but only 10 of 
these have attended for post-treatment checks. Among these there has been 
one failure and one reinfection, both of which responded to re-treatment with 
the same schedule. 

Although terramycin in small doses is perhaps not quite as successful as 
a single injection of procaine penicillin, it is a valuable alternative for those 
few cases which fail to respond to penicillin, and is a first choice for those 
who fear the needle or who are allergic to penicillin. 


GRANULOMA INGUINALE 
Hendricks et al. (1950) obtained healing in two cases given 60 mg. per kg. 
(about 4 g.) daily for eight days, whilst Schoch and Alexander (1950), giving 
0.5 g. four times daily for seven days, found the drug only partially effective 
in one case. 
Greenblatt et al. (1951), however, treated a larger series of 32 cases with 
doses of from 20 to 87.5 g.; 24 patients were followed until the lesions were 








638 THE PRACTITIONER 


healed, whilst 8 defaulted with the lesions still healing. Donovan bodies 
were noted to disappear four to five days after treatment. No toxic effects 
were noted apart from nausea and slight headache in three patients. The 
dose of terramycin recommended by these authors is 2 g. daily tor 12.5 
days, which is similar to that employed by them in earlier studies with 
aureomycin and chloramphenicol (Greenblatt et a/., 1950). Thus all three 
of the oral antibiotics vie with streptomycin in the treatment of this 
condition. 


LYMPHOGRANULOMA VENEREUM 
Andrea (1950) gave 100 capsules of terramycin over seven days to four 
patients with rectal stricture due to lymphogranuloma venereum, with re- 
ported improvement in all. 


NON-SPECIFIC URETHRITIS 

The cause of this condition, which is both common and troublesome in 
this country, is considered to be a virus, pleuro-pneumonia-like organisms, 
or both. A few cases develop the arthritis-conjunctivitis-urethritis-keratosis 
syndrome of Reiter, but what relation Reiter’s disease bears to non-specific 
urethritis as a whole is not known. It is interesting to note that the intra- 
peritoneal injection of pleuro-pneumonia-like organisms into rats produces 
an arthritis. Kuzell and Mankle (1950) have shown that this arthritis, which 
does not respond to cortisone, does so to terramycin. 

Willcox and Findlay (1951) treated 22 cases of non-specific urethritis, 
including two cases of Reiter’s disease and 8 of their female consorts, with 
3.0 to 19.25 g. of terramycin. Clinical results were excellent, as only one case 
of Reiter’s disease proved refractory. Virus inclusions were noted in the 
Giemsa-stained smears of 20 cases before treatment and, apart from the 
clinical failure noted which was also a pathological failure, all but two of the 
positive smears became negative with treatment. Likewise pleuro-pneu- 
monia-like organisms were banished from the smears in the two cases in 
which they were found. Terramycin would appear to be unsurpassed in 
the treatment of non-specific urethritis. 


SOFT SORE 
No reports are to hand concerning the action of terramycin in soft sore but, 
in view of the effectiveness of aureomycin and chloramphenicol (Willcox, 
1950), terramycin is likely also to be effective. As syphilis is, however, 
always difficult to exclude in this condition, and may therefore be masked 
by its use, it is not recommended as a routine except in the presence of 
phagedena. 


SYPHILIS 
Schoch and Alexander (1950) found that terramycin was effective in the 
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healing of the lesions of two patients with primary syphilis, who were given 
0.5 g. three times daily for seven days. Clinical healing was noted by 
Hendricks et al. (1950) in six patients given 60 mg. per kg. daily for eight 
days. More recent work has involved even heavier dosage, i.e., 48 g. spread 
over two weeks. That the drug is potently spirochztocidal is undoubted, and 
marked effects can be produced by quite small doses. 

The use of the newer antibiotics in the treatment of syphilis must be 
regarded purely as experimental, and it would be most unwise to abandon 
penicillin in the treatment of the syphilitic individual at this stage. In the 
treatment of the treponematoses of the masses, however, when some sacrifice 
of individual efficiency is permissible if compensated by an increased turn- 
over, oral antibiotics may play a useful part, especially in the remoter dis- 
tricts of the world lacking equipment and skilled operators, which have so 
far remained impenetrable to the syringe of penicillin—it always being re- 
membered that a single injection of penicillin retard may be sufficient. 
The preliminary results in the treatment of yaws with terramycin are there- 
fore viewed with considerable interest. 

Four patients with infectious yaws were satisfactorily treated by Guimares 
and Travassos (1950). Five to fifteen grammes of terramycin were given over 
ten days with satisfactory resolution of the lesions, spirochwtes being found 
in them after seventy-two hours in only one case. Loughlin and Joseph 
(1951) have published some striking photographs showing the healing of 
primary, secondary and tertiary yaws lesions, including plantar lesions, and a 
case of rhinopharyngitis mutilans. Some 150 patients were treated, of whom 
65 received three daily single doses of 3 g., 2 g., and 2 g., respectively, and 
85 had five daily single doses of 2 g. The only toxic effects noted were minor 
instances of nausea and vomiting. 


SIDE-EFFECTS 

The side-effects of terramycin are usually mil or trivial. Diarrhoea is the 
most common, followed by nausea, vomiting, water-brash and indigestion 
—all signs of gastro-intestinal irritation. In the United States (American 
Medical Association, 1951) it has been noted that when susceptible bacteria 
are suppressed by the oral antibiotics, uninhibited yeast-like organisms may 
flourish. These may prove serious or even fatal if such should occur in a 
lung abscess or bronchiectatic cavity. Another side-effect which has re- 
ceived increasing attention is that of rectal irritation and circum-anal 
soreness, occurring later than the diarrhea, which is usually apparent 
within forty-eight hours, and persists for longer. Such cases may sub- 
sequently develop an obstinate pruritus ani. 


Of 74 cases treated, 36 were given only 2 g. in single, double or divided doses, 
whilst 38 received protracted dosage. Among those receiving 2 g., toxic effects were 
noted only in four (rectal soreness in two, and diarrhaea and heartburn in one each). 
Of 38 given 2.25 to 19.25 g., usually over five to seven days, 25 had no upset and 
13 exhibited 22 side-effects. These were diarrhcea in 9, nausea in 4, ano-rectal syn- 
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drome in 5, and water-brash, headache, drowsiness and sore throat each in one. In 
only two of the 74 cases, however, was it found necessary to suspend treatment 
(Willcox, 1951b). 


SUMMARY 


In small doses terramycin is reasonably effective against gonorrhcea and it 
is of value as an alternative to penicillin. It ranks with aureomycin in the 
treatment of lymphogranuloma venereum, at least equal with aureomycin, 
chloramphenicol and streptomycin in the treatment of granuloma inguinale, 
and its effectiveness against non-specific urethritis cannot be bettered. It is 
suitable for the mass treatment of the treponematoses under certain con- 
ditions, and has proved effective in the treatment of yaws. Its use in the 
treatment of syphilis in the individual must still be regarded as experimental. 

Terramycin would thus appear to possess considerable potentialities in 
the management of the venereal diseases, both in treatment and in prophy- 
laxis. 
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SOME CLINICAL USES OF 
TETRAETHYLAMMONIUM BROMIDE 


By TREVOR H. HOWELL, M.R.C.P.Epb. 


Physician, Geriatric Unit, St. Fohn’s Hospital, Battersea; Consulting Physician, 
Bermondsey Medical Mission Hospital; Lecturer on Problems of Old Age, 
St. Bartholomew's Hospital. 


DwvRING recent years several ganglion-blocking drugs have been placed on 
the market. These differ considerably in potency and, to some extent, in 
sites of action. Tetraethylammonium (T.E.A.) was investigated by Burn 
and Dale as long ago as 1915. Although superseded in the experimental field 
by other drugs, this compound has a wide field of clinical use. The ganglion- 
blocking effect, and associated vasodilatation, are particularly useful in 
certain chronic disorders of elderly patients. Some examples of this are givea 
below. 


SENILE GANGRENE 


Mr. A., aged ninety-two, was admitted to St. John’s Hospital, Battersea, with dry 
gangrene of both feet. His right leg was amputated above the knee soon after 


admission. The left foot was treated medically, by injections of 5 ml. of tetraethyl- 
ammonium bromide (T.E.A.B.) intramuscularly thrice weekly. When the patient 
died from cardiac failure, four months later, there was no gangrene present at 


necropsy. 

Following this result, we have treated eight similar cases in the same way. 
In all the patients the spread of gangrene has been checked. Five healed 
without any additional treatment, including one woman who had lost two 
toes. Two were given 2 ‘priscol’ tablets by mouth twice daily, as well as 
injections of ‘T.E.A.B. twice weekly, to accelerate healing. The last case 
improved and became fit to discharge home, although the local circulation 
remained poor. The effect of this drug will, of course, depend upon the site 
and extent of the block in the arterial system. Yet it seems to be worth a 
trial, either as a preparation, or as a substitute, for surgery. Even with 
calcified arteries, some vasodilatation can be obtained. 


INCONTINENCE FOLLOWING CEREBRAL THROMBOSIS 


Mrs. B. was admitted to the Bermondsey Medical Mission Hospital following an 
extensive cerebral thrombosis. She was incontinent and uncooperative, as well as 
being hemiplegic. After a few weeks, senile gangrene appeared on the sole of one 
foot. This rapidly ulcerated right down to the head of a metatarsal bone and the 
patient became very toxic. Injections of T.E.A.B. were given twice weekly in an 
attempt to improve the local circulation. The gangrene gradually improved, and it 
was noticed that the degree of incontinence was less for a day or two after each 
injection; the bed being wet only once or twice instead of the usual five times in 
twenty-four hours. 
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As a result of this we have injected 5 ml. of T.E.A.B. twice weekly in 9 
patients who were incontinent of urine following a cerebral thrombosis. All 
of them have shown some improvement. Five have cleared up completely 
and are now never wet. The others are only incontinent once or twice daily, 
instead of the former five times. It would appear that the clinical improve- 
ment may be due to an increase in the cerebral circulation. Similar results 
have been obtained in six out of twelve hemiplegic patients by stellate 
ganglion block with procaine. Treatment with T.E.A.B. has not, however, 
produced any noticeable change among incontinent patients suffering from 
senile dementia, without signs of a cerebral thrombosis. Here the patho- 
logical mechanism is probably not the same. 


EXACERBATIONS OF RHEUMATOID ARTHRITIS 


Mr. C., aged sixty-seven, suffering from chronic rheumatoid arthritis, had an 
exacerbation in which his hands became swollen and extremely painful. Acting on 
the hypothesis that the pain might travel via the autonomic nerves, we gave him an 
injection of T.E.A.B. Within a few hours the pain had gone and the swelling was 
becoming less. The remission lasted for five months. A second exacerbation was 
treated in the same way with similar results. For the last two years this man has had 
no return of his acute symptoms. 

Some twenty cases have been treated on these lines with success, and re- 
ports from other countries confirm our own findings. So far, only acute 
rheumatoid arthritis has been influenced by the drug, whilst osteoarthritis 
does not seem to benefit. The best effects occur when the pain is diffuse and 
throbbing, without localized tender spots. In those patients who have not 
been improved, there have been no ill-effects. Since cortisone and ACTH 
are still in such short supply, this form of treatment would seem to be 
worth a trial in exacerbations of rheumatoid arthritis. 


COMPARISON WITH HEXAMETHONIUM 


Since hexamethonium is considered to be twenty times as effective as 
T.E.A.B. in blocking autonomic ganglia, it might be considered preferable 
for clinical use. We have found that the tendency to lower blood pressure 
outweighs any advantages so far as peripheral or cerebral circulatory dis- 
turbances are concerned. This is especially true in cases with cerebral 
thrombosis and a poor blood supply in the hemiplegic limb. 


SUMMARY 


Tetraethylammonium bromide (T.E.A.B.) has been employed with promis- 
ing results in the following conditions :— 

(1) Senile gangrene. 

(2) Incontinence of urine following cerebral thrombosis. 

(3) Acute exacerbations of rheumatoid arthritis. 





EXTRA-SENSORY PERCEPTION AND 
MEDICAL RESEARCH 


By ALICE E. BUCK, M.D. (Psych. Med.), CH.B. 
Psychiatrist, Royal Masonic Junior School for Boys, and Portman Clinic. 


A PLAIN account of the place of extra-sensory perception, psi function or 
parapsychology in medicine may perhaps be of service. This is a subject 
which is receiving serious and intensive study in the medical field. It is 
perhaps best considered as a section of psychiatry. It is one of the most 
difficult branches in which to work. The implications of the subject are, 
however, far reaching and of the utmost practical import. 


CONTROLLED EXPERIMENTS 


Research falls under two broad headings, laboratory or controlled, and 
clinical or spontaneous. The laboratory work which is capable of statistical 
assessment is concerned mainly with what could be called constant 
phenomena. One of the best known methods of attempting to demonstrate 
extra-sensory perception is by means of Zener cards. Reference has already 
been made to this technique in a previous issue (Learoyd, 1951). In England 
similar research was undertaken, but even stricter conditions were intro- 
duced. The phenomena of ‘displacement’, i.e., the percipient scored on the 
target card next before or next after, was believed to be fairly conclusively 
demonstrated and received special study (Tyrrell, 1947). This special 
facility of the psyche to displace or make more difficult the detection of its 
peripheral processes when threatened with the awareness of the conscious 
mind is something known only too well to psychotherapists. 

Many other exhaustive experiments of the laboratory or controlled type 
have been performed. Some of these have been concerned with the exposure 
of a picture for a period. The percipients were ordinary people, not sen- 
sitives, and they made their guesses usually from a considerable distance, 
i.e., they were often not even in the same town (Tyrrell, 1947). J. Hettinger 
employed a method whereby a psychically sensitive individual appeared to 
acquire knowledge paranormally, i.e., by extra-sensory perception, by hold- 
ing an object and making a statement about the owner who was unknown 
to her. This is described as the effect of an object in reinforcing telepathy 
(Tyrrell, 1947). By means of psychogalvanometer technique the question of 
absent healing may be tackled in an objective way. The main point would be 
to ascertain whether the mental action undertaken by the healer produces a 
physiological effect in the distant patient. 

Time-space factors appear by a number of techniques to be relatively un- 
important at one level of psychic functioning. This is in accordance with 
what is now believed by many research workers in the psychotherapeutic 
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field to be apparent in the study of dreams of patients under treatment. The 
dreams of accident-prone persons before their ‘accidents’ are of especial 
interest in this connexion. 

Psychological personality studies of successful extra-sensory perception 
individuals may yield useful information. The possession of this quality 
may often not be realized by the owner. What is perceived may be negative 
and disturbing and well below consciousness. 


TABLE I 
PLAN OF RESEARCH UNIT 


Undertakings 
(i) Clinical work (ii) research (iii) student facilities. 


Structure 

(a) General medicine (T.B., 
D.S., cancer) and allied 
subjects 


(c) Parapsychology 


\ 4 
Dream 
‘feed-back’ 
system 
c.f. cybernetics 
vA \ 
a \ 
(b) Psychotherapy and re- (d) Increased awareness in 
ligion different fields of re- 
search, i.e. physics (dream 
research) 











(a) Use present psychotherapeutic techniques with patients suffering from 
physical complaints who are at the same time undergoing orthodox physical treat- 
ment from physicians. As preliminary, introduce two into psychoneurotic group. 
Disseminated sclerosis. Pulmonary tuberculosis. Approach cancer research units. 
Could ask for long series of dreams without therapy. Series of dreams might be 
used to explain points to physicians in charge of the cases and would act as 
a psi/psychological bridge. Pregnancies. 

(b) Present technique used with psychoneurotic patients. Careful recording and 
analysis of findings as at present. Introduce students into group. 

(c) Analytical and General Parapsychology. 

Repeat with normals plus Zener cards and so attack and investigate another level 
of psyche simultaneously with dreams. 

Various long and near distance tests with personal symbol cards. 

Find effect on pace of introducing sensitive and visitor into this research group 
of normals. 

Long distance telepathy somatic effects recorded by psychogalvanometer. 

The main object of this ‘laboratory’ cum clinical work would be to form a bridge 
which could be used between parapsychology and other subjects. 

(d) The objective aspects of the dream can be ordered to a certain extent and 
particularly with some subjects have a useful reach and degree of integration. 
Psychometry or self-suggésting factor? Enlist research physicists. 

Study Course (Electic approach to psychodynamics) 
Term One: The Analytic Schools; their historical setting and outline of views. 
Term Two: Comparative Religions and relatedness of psychotherapeutics, per- 


sonal and group. 
Term Three; Extra-sensory perception. Outline of present University work and 


implications. 
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SPONTANEOUS PHENOMENA 
Spontaneous phenomena by their very nature do not lend themselves to 
statistical measurement. Yet perhaps they are of the most value in the study 
of the deeper aspects of the personality of man, for they seem to come from 
very far reaches of his psychic functioning. These are the phenomena that 
can be studied so well in psychotherapeutics. 

Spontaneous phenomena are worthy of the most serious study in that they 
‘just happen’ and cannot be foreseen or anticipated, for they are erratic in 
form and time of occurrence. The criticism of the possibility of cumulative 
error does not apply, nor can they be correlated with a curve of endeavour 
or other standardized criteria. A Fellow of the Royal College of Physicians, 
a psychiatrist, gave me permission to quote the following incident :— 

‘During the course of a session in which I made use of the technique of free 
association, nothing was forthcoming from the patient for quite some minutes. 
Surreptitiously, because I was bored and sleepy, I picked up a book and started to 
read. I was several yards from the patient, and outside his field of vision. The first 
words that I read were, “‘don’t stand there looking like a stuck pig’”’. Like a flash 
the patient, who had previously been completely silent, for no apparent reason 
said; “‘pig-sticking”’ ’ (Buck, 19504). 

This example is indicative of the sensitive atmosphere that reigns in the 
consulting room during psychotherapeutic sessions. Freud in 1922 took the 
trouble to lecture on dreams and telepathy and in ‘New Introductory 
Lectures’ we read under the title of ‘Dreams and the Occult’: ‘I must 
suggest to you that you should think more kindly of the objective possibility 
of thought transference and therefore of telepathy’. This possibility of the 
occurrence of telepathy and its réle in the healing process strikes at the 
very heart of orthodox theories of psychodynamics. 

The occurrence of psi functioning manifest as spontaneous phenomena is 
usefully studied in a method of combined personal and group psycho- 
therapy which I evolved (Buck, 1946). These groups seem to be a very 
delicate instrument in analytic/psi research. The technique was not de- 
veloped originally for research purposes at all, but was an attempt to intro- 
duce a greater measure of psychic safety, lack of suggestibility and desirable 
depth of treatment into psychotherapeutic work. Both in the personal 
sessions and in the group, people talk mainly about their dreams and what 
arises therefrom, as I believe the lead of the dream is therapeutically the 
most sound to follow. 

We do not so much create phenomena, I believe, as that in a fairly con- 
trolled and concrete situation there is the opportunity to observe with an 
extended degree of awareness what is probably happening in human psycho- 
dynamics all the time in life. We are caused to realize that we are related to 
the other person as intimately as by a common psychic blood stream. 

There is the great possibility of telepathy occurring between the pregnant 
mother and child; in fact, I think it is more difficult to prove that telepathy 
does not occur in such circumstances than that it does. Freud himself 
mentions that the condition of sleep seems to be especially suitable for the 
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reception of telepathic communications (Freud, 1933), and in another con- 
nexion he points out that sleep is an act that reproduces intra-uterine 
existence, and indeed, in sleeping, many people resume the feetal position. 
The bearing of this on the study of genetics is important. In addition to 
gene transmission of unit characters, intra-uterine thought transmission, 
conditioning and/or facilitation have to be considered (Buck, 1950b). 

In cases of folie 4 deux (communicated insanity), in addition to such factors 
as identification of the parties with a common object, suggestibility and so 
on, the question of a possible telepathic factor due to heightened psi func- 
tioning does need to be considered. Eliot Slater has drawn attention to 
the case of folie a deux in uniovular (identical) twins reared apart. The 
twins were separated at nine months, were brought up in different families 
in different parts of the country, met for the first time at the age of twenty- 
four years, never lived together or had any close contact with one another, 
but each in due course developed a paranoid psychosis, each involving the 
other in her own system of delusional ideas (Henderson and Gillespie, 
1950). 

CONCLUSION 

The field of research coaverned with parapsychology is very wide indeed. 
Contrary to popular supposition, laboratory work with card experiments is 
only a part of the investigations being made. Zener cards and laboratory 
methods are such a very different approach from that of analytical para- 
psychology—the study of psi function in psychotherapeutics—that I think 
the evidence of the two approaches taken together is something that must 
be considered very seriously indeed. They are the extreme ends of a wide 
net, into which we may well expect to capture some kind of fish. 

To me, analytical parapsychology seems to be research that is in tune 
with the needs of our time. Its domain is in the pain-ridden ways of psychic 
distress and healing. It is concerned, not with wishful thinking, but in 
exploring the far reaches of psychic reality. 

In July 1951, in The Practitioner, C. G. Learoyd states that “God in his 
mercy hath ordained that the mind of man shall not gauge nor human 
memory span these gulfs of time’. To this I would reply that in the 16th 
century one, Fracastoro, expressed the opinion that ‘the movements of the 
heart were known to God alone’, yet not so very many years later William 
Harvey knew also. 
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Some substances have the power of removing ions from solutions and 
liberating equivalent amounts of other ions in their stead; this is known as 
ion exchange. This power is possessed in a high degree by zeolites, complex 
silicates used in the domestic water softener: the calcium ions (which are 
the cause of the hardness of water) are removed by the zeolite and replaced 
in the water by sodium ions. In recent years, synthetic organic substances 
having the power of exchanging ions have been prepared; these are known 
as ion exchange resins. Chemically, these resins are closely related to the 
plastics. Extensive developments have taken place in the industrial use of 
these ion exchangers; they are produced by the ton and are used for such 
varied purposes as removing mineral salts from beet sugar juices, removing 
the taste of the rind from canned fruit juice, and removing formic acid from 
formaldehyde solutions. The same principles have made it possible to 
remove the salt from sea water and leave it potable. In the laboratory many 
uses have been found for these resins. Naturally the therapeutic possibilities 


of ion exchange resins have attracted the attention of many workers. 


THE CHEMISTRY OF ION EXCHANGE RESINS 


An ion exchange resin may be regarded as composed of an inert lattice to 
which ions are attached in such a way that they can readily be displaced by 
other ions without any change occurring in the structure of the resin. 
Because it is ions which are exchanged, two kinds of resin exist: cation 
exchange resins, and anion exchange resins. 

Cation exchange resins take up and liberate cations (e.g. sodium, potassium, 
calcium, hydrogen ions); commercially they are most commonly available in 
either the hydrogen or the sodium form. 

The reaction between the hydrogen form of such a resin and a solution of sodium 
chloride may be written 

CER-H*++ Na*tCl- = CER-Na*++H*Cl- 
where CER-H*+ denotes the cation exchange resin. The reaction is never complete ; 
an equilibrium is reached at which the ratio of the concentration of sodium ion to 
the concentration of hydrogen ion in the supernatant solution will be related to the 
ratio of the amounts of sodium and hydrogen ion in the resin. The law of mass 
action governs the reaction but in a somewhat approximate manner. 

Two main types of cation exchange resin exist, containing respectively sulphonic 
groups and carboxylic groups. The terms sulphonic and carboxylic refer to the 


groups in the resin to which the cations are believed to be attached. Sulphonated 
resins in the hydrogen form behave as insoluble strong acids: cation exchange occurs 
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within a wide range of pH. Carboxylic resins in the hydrogen form behave as in- 
soluble weak acids: cation exchange only occurs in the vicinity of neutrality. 

As the name indicates, anion exchange resins take up and liberate anions 
(such as chloride, bicarbonate, phosphate, hydroxyl ions). They are usually 
available in the hydroxyl form. 


The reaction between the hydroxyl form of such a resin (AER-OH7) and a solu- 

tion of sodium chloride may be written 
AER-OH~--+ Na*tCl- 2 AER-CI-+ Na*OH- 
and again the end result will be an equilibrium. 

It will be obvious that the removal of salt from water (e.g., to make sea water 
potable) is achieved by the simultaneous use of both cation and anion exchangers. 
Thus the removal of sodium chloride from a solution can be described as follows : 

CER-H*+ NatCl- = CER-Nat+ H*+tCl- 
AER-OH-+H*Cl- = AER-CI-+ H*OH- 
and all but the merest trace of H+OH™— ceases to be ionized and is but water. This 
method of purification will only remove from water substances which are ionized. 

The equilibrium achieved in these reactions depends upon the ions present; the 
resins combine more readily with some ions than with others. Thus divalent ions 
(whether cations or anions) are held by the resins in preference to monovalent ions. 
The order of decreasing affinity for ions of two of the commoner cation exchange 
resins (Amberlite IR-1co (H) and Zeo-Karb 225 (H)) is 


Al*+++ Ca++ Mgt+ K+ Nat H*+ 
and of two of the common anion exchange resins (Amberlite IR-4B (OH) and 


De-Acidite E) 
H,PO, H,SO, HC 


when anions are present as acids. These brief series must be regarded as no more 
than indications; the relative preference of resins for different ions depends not 
only upon the resin and the valencies of the ions in question, but also upon other 
factors, some of which are still obscure. 


THERAPEUTIC APPLICATIONS OF ANION EXCHANGE RESINS 
In a solution containing a strong acid such as hydrochloric acid, the appro- 
priate anion exchange resin in the hydroxyl form will remove chloride ion 
and liberate hydroxyl ion; the acid is neutralized, either wholly or partly. 
This reaction has been applied to the treatment of peptic ulcer. 

Peptic ulcer.—The etiology and the cause of the pain in this condition are 
vexed questions; there is no doubt that neutralization of the gastric acidity 
is effective in relieving pain in most cases, and neutralization is generally 
held to help in the healing of the ulcer. Many ‘antacids’ have been used; 
each has its disadvantages. 

Anion exchange resins appear to present obvious advantages for ulcer 
therapy. If the resin be ingested in the hydroxyl form, the neutralization of 
gastric acidity will convert it into the chloride form which, in the alkaline 
small intestine, will be reconverted into the bicarbonate or the carbonate 
form; because of the ubiquity of carbon dioxide in the body, the net result 
of this is that no change occurs in the electrolyte composition of the body. 
The resin is insoluble, so none is absorbed and therefore alkalosis cannot 
occur; the resin itself appears to be without effect on the bowel. With 
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antacids containing magnesium or calcium there is always some loss of 
phosphate because of precipitation of insoluble phosphates; no appreciable 
loss of phosphate occurs when anion exchange resins are used because the 
concentration of phosphate ion in the alimentary tract is low, and therefore 
only small quantities of the resin are converted into the phosphate form. 

Physiological aspects of the use of these resins as antacids have been 
studied by Segal, Hodge et al. (1945), Martin and Wilkinson (1946), and 
Wirts and Rehfuss (1950), and the results are very similar to those given by 
aluminium hydroxide in appropriate doses; both reduce the amount of 
free acid in the stomach, both cause a rise in the pH, and both diminish the 
pepsin activity of the gastric contents. It is highly probable that the effect 
upon the pepsin activity is due to the change in the pH. Neither resin nor 
aluminium hydroxide causes an acid ‘rebound’. (It will be remembered that 
after the ingestion of sodium bicarbonate there is a fall in the acidity of the 
gastric contents, followed !ater by the ‘rebound’, a secretion of acid to give 
a final acidity higher than that initially present.) ‘The efficiency of ‘amberlite 
IR-4’ in neutralizing gastric acidity is greatly increased if the resin is used 
as a fine powder instead of granules of a perceptible size. American authors 
use a powder of 200 mesh (U.S.P.). This mesh does not figure in the British 
Pharmacopeia; the United States Bureau of Standards prescribes for this 
mesh a sieve opening 0.074 mm. across. 

The results obtained using ‘amberlite IR-4’ (also known as ‘resinat’) with 
a screen grading of 200 mesh (U.S.P.) have been encouraging. Most authors 
have thought that pain was relieved more rapidly and that there was quicker 
healing of the ulcer. Hall and Hornisher (1950), for instance, treated 33 
patients with resin and 17 with colloidal aluminium hydroxide; they found 
that the resin relieved pain more rapidly than the aluminium hydroxide and 
that the average healing time, radiologically, was 19.0 days in the case of 
patients treated with resin and 33.7 days in the case of patients treated with 
aluminium hydroxide. The dosage was 0.25 g. two-hourly by day; none at 
night. Wirts, Sullivan and Hemmerly (1950) gave ‘resinat’ (1 g. two-hourly) 
to 24 patients and aluminium hydroxide gel to 20 others with the following 
results: 





Anion exchange Aluminium 
resin hydroxide gel 


Number of patients 24 20 
Good relief of pain 19 13 
Ulcer healed 21 16 
Ulcer recurred after ceasing treatment 6 5 
Constipation under treatment 2 10 











Spears and Pfeiffer (1947), using much bigger doses of resin (20 to 30 g. 
daily), found that satisfactory relief of pain by the resin was not necessarily 
synonymous with healing of the ulcer. This is possibly explained by their 
finding that at least 6.4 g. of resin, divided into two doses given at half- 
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hourly intervals, are necessary to keep the titration value of the gastric free 
acid down to zero for one hour. Segal, Friedman et al. (1950) showed that 
1 g. of the resin may have no effect whatever upon the gastric acidity. But 
many authors report effective relief of pain with doses of resin of less than 
1 g. The question of dosage needs further study. 

The most common side-effect of the administration of antacids is con- 
stipation, and there is unanimity among those authors who have used anion 
exchange resins that they do not cause constipation. A small proportion of 
patients receiving these resins complain of nausea, distension or belching. 
No cases of alkalosis have followed their use; they are reported to cause no 
change whatever in the body electrolytes. 

A final conclusion as to the value of anion exchange resins in the treatment 
of peptic ulcer has not yet been reached; some authors are enthusiastic but 
others are non-committal. These resins have not been used to any extent in 
Great Britain: they would seem to merit a trial. Resins may be combined 
with the ordinary dietetic restrictions and with the use of belladonna, 
phenobarbitone or other drugs. A minimum dosage of 2 g. two-hourly 
should be given. The resin can be given in 1 g. cachets and needs to be as 
fine as possible—at least 200 mesh (U.S.P.). 

Many references to the literature will be found in the articles already 
quoted; reference may also be made to Marks (1949). Steigmann and 
Schlesinger (1950) studied the use of a specially prepared mixture of mucin 
and anion exchange resin in the treatment of peptic ulcer and were not 
dissatisfied with their results. 

Other conditions.—Kasdon (1948) used anion exchange resins in 35 cases 
of heartburn in pregnancy and claimed relief in 31; why these resins should 
be effective in this condition is not clear. Varying success has been claimed 
for the use of anion exchange resins in such conditions as ‘hyperacidity’, 
heartburn not associated with pregnancy, gastritis, and dyspepsia of gall- 
bladder origin. These resins have also been used in the treatment of some 
types of ‘colitis’, a suspension of the resin in water being given as an enema. 
Bargen (1950) has drawn attention to the protective value of anion exchange 
resins applied to the skin around gastric fistula. 


THERAPEUTIC APPLICATIONS OF CATION EXCHANGE RESINS 


Because of the efficient machinery which maintains the osmotic pressure of 
the body fluids at a constant level, any loss of water from the body is 
followed by a corresponding excretion of salt by the kidney; similarly, any 
loss of salt entails the excretion of water. If it be assumed that a diminution 
of total body fluid will bear preferentially on edema fluid and on ascitic 
fluid when these are present, then diminution of the amount of sodium in 
the body will lead to a reduction in the amount of edema or ascitic fluid. 
Attempts have been made to diminish the body sodium by feeding cation 
exchange resins. 
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In the treatment of hypertension, numerous suggestions that restriction 
of the sodium intake leads to lowering of the blood pressure culminated in 
the Kempner rice diet. Patients dislike the diet, and it was a short step to 
the conception of a diet more liberal in sodium, and more palatable, as- 
sociated with the administration of exchange resins to remove the extra 
sodium. 

A number of studies has illustrated the physiological effects of these 
resins (Irwin et al., 1949; Danowski et al., 1951; Greenman ef al., 1951). 
Following moderate doses of resin the excretion of sodium, potassium, cal- 
cium and magnesium in the feces is increased, the urinary output of sodium, 
potassium and calcium is diminished, the plasma carbon-dioxide content 
falis and the plasma chloride level rises ; there is little effect upon the plasma 
sodium, potassium and calcium levels. Larger doses lead to falls in the 
plasma sodium, potassium and calcium levels. The pH of the serum falls, 
as does that of the urine, and the daily output of ammonium ion in the 
urine increases as much as tenfold. 

It was found that the hydrogen form of the resin was unpleasant to take 
because the sodium chloride of the saliva was converted into hydrochloric 
acid. This was overcome by substituting the ammonium form of the resin, 
which behaves, in other respects, like the hydrogen form. Resins can be 
given in various ways: suspended in liquids such as fruit juice or tomato 
juice, in jellies, dry on a spoon, or eaten as a ‘cereal’ with cream. Owing to 
the dosage needed (45 g. daily is a moderate dose) it is not practicable to 
give the resin in cachets; a 1 g. cachet is about the largest which could be 
swallowed comfortably by most people. 

Congestive heart failure.—At least 47 cases have been described in which 
cation exchange resins have been used in the treatment of edema associated 
with congestive heart failure. The results appear to have satisfied the 
physicians concerned. Although diets containing up to 6 g. of sodium have 
been used, most workers have restricted their patients to less than 3 g. and 
even to less than 1 g. of sodium daily. Currens et al. (1950) quote four 
cases, three of which were resistant to mercurial diuretics, all were im- 
proved by treatment with 30 to 120 g. daily of resin in the ammonium 
form. Kraus (1950) treated 22 patients with the ammonium form of a 
sulphonic resin; two of them had failed to respond to mercurial diuretics but 
lost edema fluid when treated with resin. Using mixed potassium- 
ammonium carboxylic resin, Martz, Kohlstaedt and Helmer (1950) treated 
11 cases with, apparently, satisfactory results: they used doses of 60 g. 

Cirrhosis of the liver with ascites—In many cases, ascites can be controlled 
by restricting the sodium content of the diet. The present trend is towards 
giving a liberal diet—particularly in protein—but it is not easy to combine 
a high-protein with a low-sodium diet. If excess sodium could be semoved 
by exchange resin the task of the dietitian would be eased. Irwin ef al. 
(1949) were successful in removing the ascites with resin, but the patient died 
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of potassium deficiency. Using a mixed potassium-ammonium form of a 
carboxylic resin in doses of 45 g. daily, Hay and Wood (1950) were success- 
ful in the treatment of two cases of cirrhosis with ascites, but were un- 
successful with a third. Martz et al. (1950) claimed good results in 5 patients 
whose sodium intake was limited to 1.5 to 3 g. daily; 60 g. carboxylic resin 
were given each day in the hydrogen-potassium form. Other authors have 
claimed good results but without giving details. 

Nephrosis with cedema and ascites.—Several authors have commented 
upon the special liability to develop acidosis by patients with impaired renal 
function when treated with cation exchange resins. The results have been 
unsatisfactory. Hay and Wood (1950) found resin to be without effect in one 
case showing cedema and ascites, and our own experience, also in one case, 
was identical. Six children suffering from nephrosis with edema and 
ascites were treated by Payne and Wilkinson (1951) with cation exchange 
resin; five of the children showed losses of body weight and diminution of 
cedema, but there was little change in the ascites. A group of American 
workers treated four children with no success (Mateer et al., 1951). 

Hypertension.—The effect on hypertension of restriction of sodium intake 
is still a subject upon which there is a divergence of opinion, but the evidence 
that such restriction does cause a fall in blood pressure is now strong 
(Watkin et al., 1950; Dole et al., 1951). Little work has been done with 
cation exchange resins. Dock (1946) states that the results are good in about 
half the cases, but gives no details. We have seen only one case; the resin 
was pushed until the serum sodium had fallen to 120 m-equiv./l., but the 
blood pressure did not change. 

Other conditions.—Dock (1946) claimed to have treated successfully one 
case of Méniére’s syndrome and two of postencephalitic narcolepsy by cation 
exchange resins. Penman (1951) used a mixed potassium and ammonium 
form of a carboxylic resin to remove sodium and thus prevent fluid retention 
in toxeemic pregnancies: 45 g. of resin were given daily, and the resin was 
undoubtedly effective in causing a fall in weight in seven cases in which the 
sodium intake was restricted to 2 g. daily; the value to the patient was not 
discussed. 

One of the consequences of renal failure may be a retention of potassium 
—hyperkalamia—and if the serum potassium rises too high there is a danger 
of cardiac complications. A carboxylic exchange resin in the ammonium 
form was effective in keeping the serum potassium level within normal 
limits in three patients suffering from suppression of urine: the one patient 
whose flow of urine restarted (anuria following mismatched blood trans- 
fusion) did well. Because of vomiting the resin was given as an enema: it was 
effective (Elkinton et al., 1950). 


SIDE-EFFECTS OF CATION EXCHANGE RESINS 


Because cation exchange resins take up potassium ions more readily than 
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sodium ions it was soon found that severe potassium deficiency states could 
follow the use of these resins. Potassium deficiency reveals itself by weakness 
and a low serum potassium level; electrocardiographic changes may be 
present. In an attempt to overcome this, resins have been used which are 
partially in the potassium form; the equilibrium with regard to potassium is, 
as it were, achieved beforehand. Hay and Wood (1950) found that a daily 
dose of 45 g. of resin in the potassium-ammonium form (2 milli-equivalents 
of potassium per gramme of resin) was without effect, either upon the serum 
potassium level or the daily urinary excretion of potassium, although the 
daily excretion of sodium in the urine was dimimshed. American workers 
most commonly use carboxylic resins in the mixed potassium-ammonium 
form. It is essential that patients receiving any of these resins should be 
watched carefully for signs or symptoms of potassium deficiency; the serum 
potassium must be determined frequently. 

Another danger associated with the use of cation exchange resins is an 
‘uncompensated acidosis’: a fall in the plasma carbon-dioxide content as- 
sociated with a lowering of the serum pH, and going on to a terminal 
uremia. The danger is particularly great in patients whose renal function 
is impaired and whose conservation of base is inadequate (e.g. diabetic 
coma, chronic nephritis); at least one death following these resins is attri- 
buted to acidosis. If the loss of sodium be excessive a severe state of 
dehydration may occur, to be followed, if unchecked, by oliguria and 
terminal uremia. 

Friedman, Zuckerman and Cohn (1951) observed that whenever the pH of the 
urine fell below 6 following the ingestion of resins, largé numbers of granular casts 
appeared in the urine, to disappear again when the reaction rose above 6. One 
patient who had produced large numbers of casts had, at necropsy, no kidney 
lesions attributable to the resin. Rats to which large doses of resins were fed pro- 
duced many urinary casts but, after 80 days of resin therapy, had no demonstrable 
lesions in the kidneys. 

The pH of the urine should be kept above 6 if possible, and care is called 
for in giving cation exchange resins to patients with renal damage. 

Several authors have drawn attention to the onset of signs or symptoms 
of digitalis poisoning (e.g. headache, nausea, premature beats) when patients 
receiving digitalis preparations were given cation exchange resin; in some 
cases the dosage of digitalis had remained unchanged for months. The con- 
dition seems to be consistent with the removal by the resin of magnesium or 
potassium: certainly any arrhythmias due to digitalis can be relieved by 
either potassium salts or magnesium salts (Enselberg, Simmons and Mintz, 
1950; Szekely and Wynne, 1951). 

Because some degree of dehydration is inevitable when cation exchange 
resins are ingested, constipation must be looked upon as a normal sequel. 
Fecal impaction could occur. Tetany due to a fall in the serum calcium 
level has been recorded. Long-continued administration of these resins 
might lead to serious loss of calcium and magnesium. 
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SUMMARY 
Anion exchange resins, given in adequate doses, appear to be as effective as 
any other antacids at present used in the treatment of peptic ulcer, and to 
have fewer undesirable side-effects. It is claimed that they are of value in 
treating heartburn of pregnancy and, as a local application, in protecting the 
skin from the gastric juices in cases of gastric fistula. 

Cation exchange resins have been used for the removal of sodium ion— 
as a substitute for, or as an adjunct to, the restriction of sodium in the diet. 
In cases of edema and ascites associated with congestive heart failure, 
treatment with resin has shown promise; when the complications followed 
cirrhosis of the liver the results have been more equivocal; in edema and 
ascites occurring as part of the nephrotic syndrome this treatment has been 
almost uniformly unsuccessful. There are few reports of the use of these 


resins in hypertension. 

The use of cation exchange resins must be accompanied by careful 
clinical observation of the patient and repeated estimations of the serum 
potassium, the plasma carbon-dioxide content and the serum sodium. 
The possibility of potassium depletion, acidosis and dehydration must 
be borne constantly in mind, and patients receiving digitalis preparations 
may develop digitalis poisoning. 
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REVISION CORNER 
CHOICE OF SEDATIVE IN INFANCY AND CHILDHOOD 


Tue chief difficulty in prescribing a sedative in infancy lies in the problem of 
giving an effective amount without any danger of overdosage. This danger exists 
not so much because babies have a particularly low tolerance to drugs, but be- 
cause of their relatively small size and the correspondingly small quantity needed. 
The frequency with which children get hold of the medicine bottle from the 
cupboard, or are given an excessive dose in error, also makes it essential to keep 
as innocuous as possible any medicine which is to be kept at home. 

For really effective sedation, especially in early infancy, the dose given must 
often be considerably higher than that recommended in the textbooks; it is then 
better that it should be given directly under the supervision of the practitioner 
or a nurse rather than by the mother alone. It is rational to advise that the amount 
of any drug prescribed should be proportional to the weight of the child and not 
an amount given arbitrarily according to age; but this ideal is not easy to follow 
in practice. Children are very suggestible, and generally reassurance and soothing 
from mother or nurse are as effective as a sedative, perhaps together with a hot 
drink for the older child. It is when the mother or nurse lacks confidence, when 
the family is upset and the mother is tired and anxious or is herself unstable, that 
a sedative may be necessary for the child. In many such instances the child might 
benefit still more if the sedative were given to the mother. 


THE NEWBORN PERIOD AND EARLY INFANCY 

Chloral hydrate is safe and reasonably effective, and is well taken by most infants 
in spite of its unpleasant taste. The commonly recommended dose of 1 grain 
(65 mg.) per year of age is adequate only for the smallest infants, for whom } to 
I grain (30 to 65 mg.) is sufficient as a single dose. For larger babies, 2 grains 
(0.13 g.), repeated two or three times in the day, or 1 grain (65 mg.) before each 
feed, with a maximum of § grains (0.32 g.) in the twenty-four hours, provides 
moderate sedation. The latter method is the better in the treatment of the nervous, 
or over-active and greedy baby whose feeding is causing trouble. It must be 
noted that syrup of chloral, B.P.C., contains 11 grains per 60 minims (0.7 g. per 
4 ml.) and should not be used for infants. 

Chloral is satisfactory in the treatment of jumpiness, twitching, and fits of 
moderate severity, whether due to birth injury or to other causes (after exclusion 
of cerebral or other infection). Phenobarbitone, 4 to } grain (8 to 16 mg.) twice 
daily, may be used instead of chloral. Severe convulsions are best controlled by 
intramuscular injection of paraldehyde, 30 to 60 minims (2 to 4 ml.), or sodium 
phenobarbitone, $ to 1 grain (30 to 65 mg.). Paraldehyde may also be given by 
mouth, 30 to 60 minims (2 to 4 ml.) in a mixture, or per rectum, 60 minims 
per 14 lb. (0.6 ml. per kg.) of body weight dissolved in ten times its volume of 
normal saline. 

THE LARGER INFANT AND TODDLER 
Chloral, 3 to 5 grains (0.2 to 0.32 g.), and phenobarbitone, } to } grain (15 to 
30 mg.), are of general value whenever a mild sedative is required, but aspirin, 
2} grains (0.16 g.), is often extremely useful, particularly, of course, when pain 
from teething, mild otitis media or some such incident is the basis of the trouble. 
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For a condition such as pink disease when there is probably intense irritation of 
the extremities, a small do-* of chloral, such as 2 grains (0.13 g.) twice daily, or 
phenobarbitone, 4} grain (30 mg.) twice daily, may usefully be combined with 
aspirin or with half a compound tablet of codeine, B.P.C., once or twice daily 
when the symptoms are particularly troublesome. 

Phenobarbitone is the drug vf choice wher treatment is to be maintained over 
jong periods, as in eczema, epilepsy, and in conditions such as asthma and 
cyclical vomiting, in which excitability seems to play a part; a dose of } to } grain 
(15 to 30 mg.) m2ay be given without harm for a period of years. 

Paraldehyde, «5 to 30 minims (1 to 2 ml.), or sodium phenobarbitone, } to 
1} grains (0.03 to 0.1 g.) by intramuscular injection, are again the drugs to be 
chosen for severe convulsions and for any condition requiring fairly deep sedation. 
This may then be maintained by paraldehyde, 60 to 120 minims (4 to 8 ml.), in 
a mixture by mouth, or 120 to 240 minims (8 to 16 ml.) in saline per rectum, 
repeated four-hourly. 

OLDER CHILDREN 

Aspirin, 2} to 5 grains (0.15 to 0.3 g.), and half to one compound tablet of codeine 
B.P.C., become more than ever useful as sedatives at this age, whatever their 
mode of action. The value of phenobarbitone, 4 grain (30 mg.) twice daily, is 
considerable in the treatment of epilepsy, tics and behaviour problems; and in 
enuresis, cyclical vomiting, asthma and eczema when these conditions are as- 
sociated with a strong emotional element. Nightmares and disturbed sleep are 
better treated by an attempt to find and remove the cause than by sedatives. 
Sydenham’s chorea offers one of the more difficult problems in sedation at this 
age, and paraldehyde is required for the more severe forms, but small doses of 
phenobarbitone or chloral are generally adequate to diminish the excessive ex- 
citability, provided the child is kept in a quiet and calm atmosphere. 

Barbiturates, other than phenobarbitone, are not often required in childhood, 
but they are effective for occasional use in children of toddler age or over; of these, 
quinalbarbitone sodium (seconal), } grain (50 mg.), and amylobarbitone sodium 
(sodium amytal), } to $ grain (15 to 30 mg.), are quite safe and have a rapid action 
lasting for some four hours. 

Opium and its derivatives have earned a bad name in childhood, more probably 
because of their misuse in very ill babies than because they ere specifically 
dangerous, but they are rarely indicated except for the relief _ severe pain. 
Opium should never be given in acute asthma. 

Effective preoperative sedation is given by thiopentone sodium (pentothal), 
0.02 g. per pound (50 mg. per kg.), or by pentobarbitone (nembutal), § grain per 
stone (6.3 mg. per kg.) of body weight, with a maximum of 3 grains (0.2 g.); or 
quinalbarbitone sodium (seconal), } grain per stone (8 mg. per kg.) with a maxi- 
mum of 3 grains (0.2 g.). Following operation, opium comes into its own in 
the form of injection of papaveretum, B.P.C., 1 minim (0.06 ml.) per year of 
age, given by intramuscular injection. 


CONCLUSION 
In general, the ailments of childhood are limited in duration; successful 
treatment of the cause is more often possible than in the more chronic disease of 
the adult, for which little but palliation may be possible. The anxiety and nervous 
irritability which compl*cate and exacerbate the illnesses of adults is not usually 
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a feature of childhood. Consequently, not only is the use of a sedative in childhood 
less often necessary, but it becomes mere than ever wise to use the well known and 
well tried than to experiment with the new. 


A. P. NORMAN, M.&.E., M.D., M.R.C.P. 
Physician, The Hospital for Sick Children, Great Ormond Street. 


THE TREATMENT OF CHRONIC LEUKA:MIA 


ALTHOUGH the cause of leukaemia remains unknown, and there is to date no cure 
for the disease, it is appropriate from time to time to review what advances have 
been made in endeavouring to control the condition and render life as comfortable 
as possible for the patients. 


CHRONIC MYELOGENOUS LEUK/EMIA 
This type of leukemia is slightly more common in males, and the patient is usually 
aged between twenty-five and fifty-five years. Symptoms bringing the patient to 
the doctor for the first time are very variable—but fatigue, weakness, and vague 
pains in the left hypochondrium, are common. I know of several cases, picked up 
on routine hematological examination performed for various reasons, in which the 
diagnosis was completely unsuspected. 

There is slight or moderate anemia often of normochromic type, which becomes 
progressively worse as the leukemic process invades the marrow. The total white 
count ranges from 200,000 to 500,000 per c.mm., with cells of the granular se, ies 
at all levels of development. ‘Blast cells’ are uncommon in the earlier stages. Counts 
lower or higher than this range are not unusual and in some of the former instances 
a marrow puncture is necessary to confirm the diagnosis with certainty. The spleen 
is almost always palpably enlarged, but adenopathy is slight or absent. 

Treatment, which is aimed at reducing the proliferation of white cells of the 
granulocyte series in the marrow, is of two types :— 

(1) Physical agents: Deep X-ray therapy 

os = oe isotopes, such as radiophosphorus P** or radiosodium 
(2) Chemotherapy by entiennotic drugs, such as:— 

Arsenic (as Fowler’s solution) 

Nitrogen mustard derivatives 

Urethane 


Benzol 
Pterines 


(1) Deep X-ray therapy remains the treatment of choice in the majority of cases 
of chronic myelogenous leukzmia and, although some prefer a ‘bath’ method, most 
radiotherapists rely on local irradiation of the splenic area. Treatment is aimed at 
reducing the white count to about 10,000 per c.mm. or, by some, to even less. 
During this time careful haematological control, especially of white cells and plate- 
lets, is essential. Any undue drop of these cells is a contraindication to further 
therapy for the time being. Following treatment the erythropoietic tissue regenerates 
and there is an associated rise in red cells and hemoglobin without any hamatinic 
being necessary, although iron and proteolysed liver are often prescribed. Only in a 
few cases is an initial transfusion needed before radiotherapy is started. 

Radiotherapy usually results in a clinical and hematological improvement which 
is often quite dramatic. Some patients, however, are intolerant of the treatment and 
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get very depressed following irradiation. A mixed diet is permitted and alcohol is 
not contraindicated. The period of remission varies, but usually within a year the 
patient has relapsed again. Further courses of radiotherapy have to be given with 
caution and under proper hematological control, as subsequent responses tend to 
be less satisfactory than the first. The anzmia in time becomes refractory, with the 
appearance of ‘blast cells’ in the blood (irrespective of the total white count), and 
often the platelet count also falls. Further radiotherapy is usually valueless at this 
stage and often dangerous, as it may cause general marrow aplasia. 

The problem of radiation sickness has already been dealt with (The Practitioner, 
1951, 166, 510). The use of two antihistaminic compounds—‘dramamine’, 100 mg. 
orally, or ‘avomine’ (May & Baker) in 25 to 50 mg. doses by mouth before irradia- 
tion—is sometimes helpful. 

Radioactive isotopes (P** or Na**) have the advantage of affording radiotherapy 
without the risk of radiation sickness, but reports indicate that they have no other 
advantage over X-ray therapy, and indeed the effects are not easily controlled. 

(2) Antimitotic drugs—In the absence of facilities for X-ray therapy, or should 
it be contraindicated for some reason, the use of antimitotic drugs is undertaken. 
The oldest of these, and often extremely effective, is inorganic arsenic in the form of 
arsenical solution, B.P. (Fowler’s solution), in a dose of 5 minims (0.3 ml.) t.i.d., 
increased daily by 1 minim (0.06 ml.) in each dose until there are signs of intolerance. 
Dosage is then reduced. Arsenic therapy should not be given concurrently with 
radiotherapy or other antimitotic drugs. Of the more recently introduced drugs, 
urethane, given orally in a dose of 3 to 4 g. daily, may induce remission but some- 
what frequently causes nausea and vomiting. My own experience with urethane, 
admittedly limited, has been rather disappointing. A palatable preparation is 
‘urethane elixir’ (Boots), 2 teaspoonsful (1 g.) three or four times daily. 

Nitrogen mustard derivatives [the least toxic are the bis forms such as di-(2-chloro- 
ethyl) methylamine hydrochloride] are being studied in the therapy of neoplasms 
and reticuloses, and although they influence chronic myeloid leukemia the results 
appear to be no better than those obtained by radiotherapy; however, some cases 
resistant to radiotherapy respond to nitrogen mustards. The drug is given daily by 
intravenous injection, in a dose of o.1 mg. per kg. of body weight, for three to six 
days, great care being taken to avoid extravasation of the drug outside the vein. 
Boots Pure Drug Co. supply mustine hydrochloride (the B.P. approved name 
for the dis nitrogen mustard) in vials of 10 mg., with full instructions and pre- 
cautions as to use. Experimental trials of various nitrogen mustards are still in 
progress, but this form of therapy often gives rise to sickness and vomiting. 
‘Avomine’ may be given before injections to reduce sickness and nausea. Although 
hzmatological control helps to avoid profound leucopenia or thrombocytopenia, 
these may occur rapidly when such treatment is being given. 

Pterines have in general given disappointing results in the treatment of the chronic 
leukemias, and treatment with benzol, the action of which is unselective and is that 
of a general marrow depressant and hamolytic agent, is now rarely, if ever, used. 
Reports to date show that whilst cortisone and ACTH may influence the condi- 
tion temporarily, radiotherapy is more successful. 


CHRONIC LYMPHATIC LEUKAEMIA 
This type is less common than the myeloid variety and the usual age incidence is 
between forty-five and sixty years; 80 per cent. of cases occur in males. Whilst the 
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condition may appear in many guises—atypical forms needing marrow biopsy to 
clarify the diagnosis—the most common is that of a general painless adenopathy 
associated with slight or moderate hepato-splenomegaly. Some patients have minimal 
adenopathy and may present with skin, eye or lacrimal tract lesions. Others may 
have a single group of glands enlarged. They often complain of weariness and loss 
of weight; anzmia is slight or moderate and the white count ranges, say, from 
100,000 to 200,000 per c.mm., although much higher counts are occasionally seen. 
The blood film shows the monotonous appearance of large numbers of smail 
lymphocytes and ‘smudge cells’. Platelets are usually reduced. ‘Blast cells’ are seen 
only in the terminal phase and are even then rather uncommon. 

Treatment.—Although radiotherapy and chemotherapy may influence myelo- 
genous leukemia by causing temporary remission, there are those who question 
whether any form of treatment is of significant value in the chronic lymphatic type. 
Many patients can go on for months or years showing little change, no matter 
what the white count level. This can show great variation independent of the 
clinical state, and patients can often lead useful lives with comparatively little incon- 
venience. Radiotherapy is used to relieve pressure symptoms (e.g. mediastinal dis- 
comfort) or distressing gland swellings, should they occur. Otherwise the patients 
are probably best left alone. Sooner or later a period of deterioration sets in and 
anzmia becomes more marked. Transfusions are often given at this stage, but usually 
do little more than prolong the misery of this later stage. Urethane, and arsenical 
solution, B.P., as described for chronic myelogenous leukemia, are probably the 
best of the antimitotic drugs to try, but the results are less satisfactory than in 
the chronic myelogenous form. In some cases nitrogen mustard derivatives can 
lessen adenopathy as can ACTH and cortisone—but there is often a rapid return 
of the gland swellings when the latter treatment is discontinued. The response 
in a particular case is unpredictable. 

Rarely, forms of chronic monocytic, ‘mixed’, eosinophilic or other peculiar types 
of leukzemia are described. Most are probably variants of the chronic myelogenous 
type and treatment is on similar lines as for that condition. 

Dermatological manifestations are usually treated with X-rays, as also is throm- 
bosis causing priapism, although surgical emptying of the corpora cavernosa may 
have to be performed. Hemorrhages, such as epistaxis or bleeding from the gums, 
are dealt with by local Russell viper venom or thrombin. Hemorrhage in the final 
stages when thrombocytopenia is marked is difficult to control, and transfusion 
is of no lasting value. 

Splenectomy has no place ‘n the treatment of leukaemia unless, as is extremely 
unusual, the leukaemia gives rise to a symptomatic hemolytic anemia. Should leu- 
kzmia be diagnosed during pregnancy, as occasionally happens with routine 
haematology being performed at antenatal clinics, oral arsenic is the treatment 
recommended. There is no convincing evidence that the disease is hereditary. 

Intercurrent infection is always a problem in chronic leukemia and modern anti- 
biotics and sulphonamides are valuable in this respect. 


GENERAL CONSIDERATIONS 
Although the number of agents which can influence the leukemic process has 
been increased in recent years, all forms of therapy can do no more than increase the 
efficiency of the patient. Responses are variable and unpredictable, and in general 
no claim can be made that any type of treatment causes any significant prolongation 
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of life. It has been recorded that the average expectancy of life from the time of 
diagnosis is about three years, although some, particularly the lymphatic type, go 
on much longer. In the final stages of the disease, provided there is no special 
domestic reason, the ‘prolongation of the act of dying’ by the use of blood trans- 
fusion and therapy known to have limitations and injurious side-effects should, in 
my view, be strongly deprecated. An appeal is also made for the centralization of 
such cases to those hospitals and clinics where facilities for their special study and 
treatment exist. By such means a critical evaluation of new methods of palliation 
can be made and hopes entertained that before long some form of treatment with a 
more lasting effect will be found. 
J. N. M. CHALMERS, M.D., M.R.C.P., D.P.H. 
Clinical Hamatologist, St. George’s Hospital. 


NOTES AND QUERIES 





Latent Tuberculous Infection 


Query.—A female patient aged thirty, married 
for five years with no children, had bilateral dry 
pleurisy thirteen years ago. She was in bed for 
forty days and made a good recovery. Eleven 
months later, however, she had another attack, 
this time unilateral; again with good recovery. 
Seven years ago laparotomy was done for 
suspected appendicitis; the appendix was re- 
moved but was not grossly diseased. The 
peritoneum, however, was found to be studded 
with tubercles, and there was a little free fluid. 
General treatment was carried out: injections of 
calcium with vitamin D; exposure of the 
abdomen to the sun’s rays. The patient im- 
proved considerably; so much so that she was 
allowed to marry, after which she proceeded for 
one year to India 

Four years ago X-ray examination of the 
lungs was carried out as part of a routine 
examination :— 

X-ray report: Mottled opacities both sides of lungs. 
Both apices dull and scarred. Both sub-apicular zones and 
mid-zones show mixed triangular shadows suggestive of 
Koch's infiltration of mixed type (caseo-fibrotic type). 
Lower fields show tendencies of narrowing of mediastinum. 
Lesion is mainly productive in type. 

Since the X-ray examination, and also be- 
fore, she has never shown any signs, subjective 
or objective, of lung disease. Treatment has 
been carried out for the abdominal condition 
only. The abdominal condition flared up in 
1947, on her return from India: fever, and 
abdominal pain and tenderness for about two 
months. High blood sedimentation rate— 
Westergren: 119 at end of one hour, 133 at end 
of two hours (June 1947). Treatment consisted 
in rest; injections of calcium and vitamin D 


after the acute stage had subsided ; general tonic 
treatment; and ultra-violet therapy to the 
abdomen. The patient showed a continuous 
improvement, so much so that at present she 
looks a picture of health. Her general health is 
excellent. Her chest has been X-rayed several 
times since 1946. There has been no change. 
While in India she was given a course of 
myocrisin injections. I am not quite satisfied, 
however, with her present condition, although 
her general health shows not the slightest de- 
terioration. She occasionally runs an evening 
temperature of 99° F. Also sometimes she com- 
plains of slight abdominal pain; and the blood 
sedimentation rate has gone up. Physical ex- 
amination shows only slight resistance of the 
lower abdomen, probably due to matting; no 
tenderness. 

I should be much obliged if you could suggest 

some other treatment which I could carry out 
with advantage to my patient. 
Rep.ty.—lIn spite of the fact that tuberculosis, 
as the cause of the sequence of events spread 
over thirteen years, has never been histologically 
or bacteriologically proved, I nevertheless feel 
that :t is a most likely explanation. If peritoneal 
tubercles had not been seen at laparotomy the 
possibility of sarcoidosis would have arisen, 
and indeed this diagnosis cannot be completely 
ruled out even now. A Mantoux test might be 
helpful and interesting, but not diagnostic. 

Assuming the condition to be tuberculous, it 
is presumably hemotogenous in origin and the 
periods of illness are due either to repeated 
‘seedings’, or recrudescence of activity in de- 
posits already present. It is known that such 
localized miliary deposits, as the X-ray of the 
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lungs here discloses, may be devoid of symp- 
toms, and that such organs as the pleura and 
peritoneum are not infrequently affected. The 
source of the hematogenous spread in this type 
of disease is often difficult or impossible to dis- 
cover. In the present instance an intra-abdominal 
lymph node would seem to be the most likely 
source of infection. The evidence points to the 
fact that the condition is still active, and an 
effort shou!d be made to deal with the infecting 
focus as well as with the dissemination to which 
it may have given rise: 100,000 to 150,000 units 
of calciferol should be given daily and the 
serum calcium level watched. Streptomycin 
should be given in one injection of 1 gramme 
daily. Calciferol should be given for between 
two to three months, and the streptomycin also 
for two to three months. The general treatment 
such as is being carried out should be continued. 

N. Lioyp RusBy, D.M., F.R.C.P. 


Topical Use of Sulphonamides and 
Penicillin 

Query.—In your issue of April 1951 (p. 382), 
Dr. F. Hawking inveighed against the topical 
application of sulphonamides and penicillin. 
Should this ban be extended (as it is in the 
United States) to the use of sulphacetamide and 
penicillin eye drops? 


Rep.y.—The sulphonamides have little value in 
ophthalmology as local applications. They are 
largely inactivated by pus and breakdown 
products of tissues when they are applied 
locally. Given systemically they are most 
valuable. This has been well brought out by the 
inefficiency of sulphacetamide drops as a treat- 
ment of ophthalmia neonatorum, in marked 
contrast to the excellent results obtained with 
sulphonamides administered systemically in this 
afiection. The one indication for the use of sul- 
phonamides locally is trachoma, which is a non- 
purulent virus infection. Even here secondary 
infection must first be cleared up by the use of 
sulphonamides systemically. Although the sul- 
phonamides are widely used as local agents, this 
is without any valid sanction. It is for this 
reason, rather than for the occasional irritative 
reactions they produce, that the sulphonamides 
locally should be discarded, except for the one 
clear indication in trachoma. 

Penicillin is not inactivated by pus, or break- 
down products of tissues. Once again the ex- 
perience in ophthalmia neonatorum may be 
taken as a guide. The local use of penicillin in 
adequate concentrations, and at adequate fre- 
quency, gives excellent results in this dangerous 
infection, and this may be taken as a good 
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indication of the value of local applications in 
less severe infections. Irritative reactions are 
rare if white crystalline penicillin is used in the 
preparation of drops. Penicillin used as an oint- 
ment is more apt to produce irritation. This 
arises not from the penicillin but from unsuit- 
able ointment bases. Ointments made of the 
simplest possible base, such as petroleum jelly 
90 per cent., and liquid paraffin 10 per cent., in 
which the crystalline penicillin has been in- 
corporated without preliminary solution, give 
no trouble in use. A fuller account of the local 
use of penicillin in ophthalmology is given in 
the September 1949 number of The Practitioner, 
163, 194. 

ProFessoR ARNOLD SORSBY, M.D., F.R.C.S. 


Hyperhidrosis 


Query.—A patient of mine suffers from profuse 
sweating of the hands and feet—particularly the 
feet. The sweating of his hands is made worse 
by nervousness, but the feet sweat irrespective 
of nervous tension. I would be grateful if you 
could prescribe some treatment that would help 
to control this excessive sweating. 


Rep.y.—Physiologically, sweating of hands and 
feet and of the axilla is emotional in origin, and 
the problem has to be approached along those 
lines. The condition is indicative of maladjust- 
ment, and prognosis varies with the individual 
and the circumstances. In many patients treat- 
ment of the hyperhidrosis as such, is disappoint- 
ing and unsatisfactory. The most useful measure 
is perhaps daily bathing in a 10 per cent. solution 
of sodium hexametaphosphate, and the use of a 
dusting powder such as the following, together 
with the administration of sodium amytal in 
1 grain (65 mg.) doses :— 

Sodium hexametaphosphate 

Salicylic acid 

Zinc oxide 

Talcum 


Boracic acid once cccessees . &a to 100 
Make up in the form of a powder. 


2 per cent. 


Sympathectomy has upon occasion to be ad- 
vised in severe cases, but there is promise of 
help from the ganglion-blocking drugs employed 
in hypertension, such as hexamethonium bro- 
mide, which must, however, be used with 
caution. Sodium amytal has some ganglion- 
blocking effect. 

Joun T. INGRAM, M.D., F.R.C.P. 


Epilepsy and Heredity 

Query.—Could you please tell me what is the 
possibility of the following couple having an 
epileptic child? The wife is aged twenty-one, 
and has been suffering from petit mal for some 
years. She has been having treatment with 
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phenobarbitone, 4 grain (32 mg.) twice daily, for 
the past eighteen months. Attacks are now 
mild and infrequent. Otherwise healthy. Hus- 
band aged twenty-two. Father was an insane 
epileptic. He himself is quite healthy. No other 
relations suffer from epilepsy. This couple 
has recently married and are anxious to have 
children. Could you please give me your 
opinion? 
Rep_y.—From the information given it appears 
that the mother is well enough to look after a 
child, and that the attacks are infrequent. The 
chief point at issue is whether she is capable of 
bringing up a baby as well as a normal mother, 
as a momentary attack of unconsciousness when 
holding a baby or a kettle, might have serious 
consequences. It is possible that specialist 
advice might be able to diminish the chance of 
petit mal attacks still further, and, at the same 
time, diminish the intake of phenobarbitone. 
The genetic factor is negligible as the patient 
would no doubt, in any case, not want more 
than two children, and the incidence of epilepsy 
in the children of sufferers is 3 per cent. 
(Alstrém, C. H., 1950: Acta psychiat., Kbh., 
Suppl. 63). Lennox gives a similar figuve. It 
is perhaps worth noting that it is thought by 
some, e.g. Liverson, that the administration of 
an anticonvulsant, e.g. ‘mesontoin’, to children 
at a time of a childhood fever diminishes the 
subsequent chances of epilepsy. 


A. SPENCER PATERSON, M.D., F.R.C.P.ED. 


Technique of Trilene Anesthesia 


Query.—I am giving anesthetics for a dentist 
and I use a Walton gas and oxygen machine, 
plus a by-pass for trilene. I should be grateful 
for advice on the induction and maintenance of 
anesthesia using trilene in this way. I manage 


quite well but would like to improve my 


technique. 


Rep.y.—It is assumed that the patient is to 
have a dental extraction in the chair. Anzsthesia 
is induced with nasal nitrous oxide, and a suit- 
able proportion, say, 10 to 20 per cent., of 
oxygen is added as soon as the patient is uncon- 
scious. At the same time trilene is very gradually 
introduced into the mixture and its vapour 
strength slowly increased. With the small Row- 
botham trilene vaporizer supplied with the 
Walton, it is rarely necessary in the average 
case to open the trilene tap more than the 
mark ‘}’. At least a few minutes should be 
allowed for the trilene to take effect, even with 
the simplest extraction. When the operation is 
to be of longer duration or of greater difficulty, 
the anzsthetist will find that extra time during 
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induction rather than extra trilene ensures good 
results, 

The speed of recovery depends both upon 
the duration of the anesthetic and upon the 
strength of trilene vapour used. The trilene tap 
should be turned off as soon as the main part 
of the operation is over; certainly, for example, 
before any stitches are inserted. If this is not 
done, or if the trilene administration is con- 
tinued unduly, it is not unusual for the patient 
to feel rather heavy, or even drowsy, for some 
time afterwards. 

For the average short case, after a few minutes 
of breathing weak trilene vapour, the latter can 
be cut off and the operation begun. By the 
time the teeth have been extracted the effects 
of the trilene will have worn off. 

W. W. Musi, F.F.A.R.C.S., D.A. 


Quarantine of Scarlatina Contacts 


Query.—I would be grateful for advice about 
isolation of contacts of scarlatina. This is a boys’ 
training establishment, and from time to time I 
am asked by instructors whose children have 
developed scarlet fever at their homes whether 
they ought to report for duty or remain at home. 
Until now I have not taken any steps to isolate 
them on the principle that scarlatina can be con- 
sidered as a streptococcal tonsillitis accom- 
panied by a rash. Is this justifiable? 


Rep.y.—Decisions on the quarantining of adult 
contacts depends upon such factors as the 
severity of the particular infectious disease, the 
ease with which it is transmitted, the nature of 
the work of the contact (particularly his associa- 
tion with food or susceptible children), and the 
degree of disorganization of work or school con- 
sequent upon the imposition of rigid quarantine. 
Scarlet fever is a mild disease and is, as the ques- 
tioner states, acute tonsillitis with a rash. From 
the information available I am of the opinion 
that quarantine of instructors is unnecessary and 
the action of the questioner justifiable. This opin- 
ion may not be generally acceptable, particularly 
if the patient with scarlet fever remains at home 
for treatment. In such circumstances further 
contact with the patient should be avoided. If 
there is any possibility of the adult contact 
being a persistent carrier of haemolytic strepto- 
cocci, and therefore an infector, he should be 
swabbed, but not otherwise. The questioner 
can, if he so wishes, conform with local practice 
in the matter of quarantine by consulting the 
School Medical Officer of the Local Education 
Authority who, no doubt, has rules for school 
teachers placed in a similar position to the 
instructors mentioned in the question. 
Maurice MITMAN, M.D., F.R.C.P. 
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PRACTICAL NOTES 


Treatment of Hyperthyroidism 

AN ‘evaluation of thyroidectomy, of prolonged 
administration of propyl thiouracil, and of 
radioactive iodine’ is given by George Crile, 
Jun., and E. P. McCullagh (Annals of Surgery, 
July 1951, 134, 18). In these authors’ exper- 
ience, ‘thyroidectomy is a more effective 
treatment for nodular goitre with hyperthyroid- 
ism than it is for Graves’ disease’, and they 
therefore recommend that ‘thyroidectomy after 
preparation with propyl or methyl thiouracil is 
the preferred treatment’ for such cases. Of 
propyl (or methyl) thiouracil, they say that 
prolonged treatment with these ‘in an attempt 
to induce permanent remission is acceptable 
treatment for young patients with small diffuse 
goiters, and can also be used as an alternative to 
I?%1 in aged or debilitated patients regardless 
of the type of goiter’. The recommended dose is 
300 to 400 mg. daily, given in divided doses at 
six-hour intervals. Frequent blood counts are 
not considered necessary during treatment, but 
patients are warned to report immediately 
should they develop fever, sore throat or a 
skin rash. ‘I'*! is the preferred treatment for 
older patients with Graves’ disease, for patients 
with recurrent hyperthyroidism, for elderly 
patients with nodular goiter with hyperthyroi- 
dism, and for a selected group of younger 
patients with Graves’ disease’. Based upon an 
experience of over 400 patients treated with 
I!3!, it is stated that ‘those whose hyper- 
thyroidism has been completely controlled 
appear to be as well as patients whose hyper- 
thyroidism is controlled by thyroidectomy’, 
the incidence of recurrent hyperthyroidism is 
low, and the incidence of hypothyroidism is 
similar to that following an adequate thyroi- 
dectomy. It is considered that it ‘is unlikely 
that the incidence of carcinoma of the thyroid 
will be significantly altered by treatment with 
radioactive iodine’, but ‘we must remember 
that it is a new agent, the ultimate poten- 
tialities of which are not known. For this 
reason it should not be used routinely in 
younger patients without serious thought of the 
distant future’. 


Wool Eczema 

* “WINTER ECZEMA ”’ caused by wool is common 
in children’, according to L. W. Hill (New 
England Journal of Medicine, September 13, 
1951, 245, 407). In the investigation of any 
child with eczema, wool as a causative factor 
should be considered when the history is one 
of the eczema recurring every winter and 
disappearing in the summer. In such cases the 


distribution of the eczema is usually on the front 
of the neck, the ankles, wrists, backs of the 
hands, arms, and legs. The condition is usually 
chronic or subacute, rather than acute. Occa- 
sionally the eczema appears on parts of the 
body not in contact with wool: probably by 
absorption of the allergen from abraded areas or, 
possibly, from its inhalation. In a series of 40 
eczematous children, aged two to twelve years, 
5 gave both positive intracutaneous and patch 
tests, § gave positive intracutaneous but nega- 
tive patch tests, and 9 gave positive patch but 
negative intracutaneous tests. Treatment con- 
sists of local application of appropriate salves or 
pastes. The treated area is then covered by a 
piece of soft white cotton (never gauze) which 
in turn is ‘snugly bandaged with several layers 
of 2-inch elastic bandage’. Ordinary bandage 
is useless: ‘a thick elastic bandage is necessary 
and it must remain in place twenty-four hours 
a day’. If the lesion is acute and weeping, this 
must be brought under control by appropriate 
treatment before bandaging is used. If the 
hands are involved, whatever local dressing is 
being used must be applied at bedtime and 
white cotton gloves worn during the night. 
During the day such children should wear 
leather mittens lined with cotton. Wool 
sweaters, skirts and trousers may be worn if 
the skin is completely covered with cotton so 
that the wool clothes do not come into contact 
with it. As the eczema may be caused in part 
by inhalation, blankets should be between 
sheets. Hyposensitization is not recommended 
except in severe cases definitely due to wool, 
when it may be worthy of trial. Details are 
given of three cases successfully treated in this 
way. 


Sulphanilamide in Iodized 

Oil for Bronchography 

‘A SAFE and simple method of bronchography 
using a suspension of sulphanilamide in iodized 
oil’ is described by H. G. H. Houghton, and 
J. H. Rolland Ramsay (British Journal of 


Tuberculosis, October 1951, 45, 182). The 
amount of sulphanilamide required depends 
upon the viscosity of the preparation Of iodized 
oil used. In this investigation, ‘neohydriol’ 
(viscous) was used. To 20 ml. of this oil was 
added 10 grammes of finely powdered sulphanil- 
amide, and this was thoroughly mixed in with a 
sterile mortar and pestle. Immediately before 
use the suspension must be warmed gently and 
again thoroughly stirred. Excessive heat or in- 
adequate mixing leads to separation out of the 
oil, which renders the method valueless. The 
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method of introducing the opaque medium is 
‘largely a matter of individual preference’. The 
authors used the supra-glottic method and 
dropped the suspension blindly over the back 
of the tongue, using a 20-ml. syringe fitted with 
6 inches of soft rubber tubing. A total of 10 to 
15 ml. of the suspension is usually sufficient for 
one lung. It takes four to eight minutes to 
outline all the bronchi in one lung. The 
advantages claimed for this method (originally 
described by Dormer in 1945) are summarized 
as follows : ‘We find that by the above method 
we obtain satisfactory bronchograms without 
alveolar filling. Furthermore, the larger bronchi 
are outlined rather than filled, thus rendering 
interpretation easier. Also, in cases of severe 
bronchiectasis or lung abscess, bronchography 
by this method has a temporary beneficial 
effect. In most cases the lung is radiologically 
clear of iodized oil within a week, and frequently 
within a few hours’. 


Epistaxis and Sinus Infection 

‘Ir would appear from the evidence presented 
that all cases of epistaxis, particularly those oc- 
curring in the elderly, with or without hyper- 
tension, and in adolescents, should have the 
nasal sinuses investigated by X-rays and lavage 
for the presence of latent chronic infection’, 
writes I. J. L. Morris (Journal of Laryngology 
and Otology, September 1951, 65, 658), con- 
cluding a report on 160 cases of epistaxis in- 
vestigated at an Ear, Nose and Throat In-patient 
and Out-patient Department during a four-year 
period. During the latter part of the period all 
cases of epistaxis had routine X-ray examination 
of the sinuses, and in 51 cases there was positive 
X-ray evidence of sinus infection: 3 in patients 
under ten years of age; 18 in the age-group ten 
to twenty; 12 in the age-group twenty to thirty; 
2, 3 and 1 respectively in the age-groups 
twenty to sixty; 12 in the group over sixty. In 
this last group concomitant hypertension was 
present in 5 cases, and positive antral lavage in 
7; and in the ten to twenty age-group antral 
lavage was positive in 6. In 20 of the 51 cases the 
antral lavage was positive. It is stated that on the 
basis of these findings 124 per cent. of all cases 
of epistaxis are positively due to chronic antral 
infection. In nearly all the cases receiving antral 
lavage, even in those in which the lavage was 
clean, there was no recurrence of the epistaxis, 
indicating that the lavage relieved the con- 
gestion in the antrum and thus secondary con- 
gestion in the ipsilateral or sometimes contra- 
lateral nasal fossa. In patients over fifty years of 
age, hypertension is recognized as the most 
common cause of epistaxis, but what is not 
expected is ‘the association of epistaxis, hyper- 
tension, and sinus infection’. In the series 
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reported, 8 cases with hypertension also had 
X-ray evidence of sinus infection, and from 3 
pus was washed from the antrum. Of the whole 
series ‘approximately 40 per cent. of those in 
the over sixty age-group showed positive X-ray 
evidence of sinus infection, and 5 out of the 12 
had pus washed from an infected sinus’. There 
was no case of malignant disease of the nose or 
sinuses as causal factor in the examined series. 


Mepacrine and Tapeworm 
Infestation 

Accorpinc to M. T. Hoekenga (American 
Journal of Tropical Medicine, July 1951, 31, 
420), atabrine (mepacrine) is ‘a valuable tenia- 
fuge’. This opinion is based upon the results 
obtained from the use of atabrire in 35 Hon- 
duran patients infested with Tenia saginata. 
The prescribed treatment was as follows. After 
a light supper the evening before, treatment was 
instituted the following morning with the patient 
fasting: 0.2 g. of atabrine hydrochloride was 
given orally every ten minutes for four doses. 
Each dose of atabrine was accompanied by 
0.6 g. of sodium bicarbonate. Approximately 
two hours after the last dose of atabrine, the 
patient was given 2 ounces of sodium sulphate. 
Half-an-hour after the first dose of atabrine the 
patient was given } to 14 grain of pheno- 
barbital, and this dose was usually repeated 
shortly after the purgation. Following treat- 
ment, 32 of the patients passed long segments of 
the worm, and in 24 of these (i.e. 68.5 per cent.) 
the scolex was found. Repeated examination 
over a period of five to ten months of those in 
whom no scolex was found failed to reveal more 
proglottides or ova. ‘No serious toxic reactions’ 
to atabrine were noted. In eight cases there was 
nausea and vomiting, and in three of these this 
was so severe as to cause failure of treatment— 
i.e., the three patients who passed no pro- 
glottides. Six patients complained of transient 
dizziness. 


Antacids in the Control of Nausea 


and Vomiting Due to Terramycin 
Tue results obtained by the use of antacids 
simultaneously with terramycin in order to con- 
trol the nausea and vomiting common after 
administration are described by W. B. Parsons, 
Jun., and W. E. Wellman (Proceedings of the 
Staff Meetings of the Mayo Clinic, July 4, 
1951, 26, 260). Three antacids were employed: 
‘carmethose’, ‘aciban’ (calcium caseinate and 
calcium carbonate), and sodium bicarbonate. 
They were administered in the following dosage: 
‘carmethose’, 15 ml. given simultaneously with 
terramycin, 750 mg. ; ‘aciban’, two tablets of 1 g., 
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with the same terramycin dosage; sodium bicar- 
bonate, 15 grains (1 g.) were administered in 
form of three tablets—s grains (one tablet of 
0.32 g.) were given with one capsule of 250 mg. 
terramycin, every five minutes until all were 
taken. Blood was taken four hours after adminis- 
tration to determine the concentration of terra- 
mysin in the serum. In a few patients the terra- 
mycin was given every six hours for twenty-four 
hours and the blood was obtained four hours 
after the last dose. It was found that the serum 
levels after administration of terramycin in 
conjunction with an antacid were as high as 
those obtained when the drug was given with 
water or milk. All three acids were effective in 
controlling the heartburn, nausea and vomiting, 
and one patient who had persistently vomited 
when terramycin was given with milk tolerated 
the drug well when sodium bicarbonate was 
administered simultaneously. Although aureo- 
mycin was not used in this investigation the 
authors believe that because of its similarity to 
terramycin simultaneous administration of 
antacids might produce comparable results. In 
conclusion it is stated: ‘Because of its universal 
availability and negligible cost, sodium bicar- 
bonate should prove a useful drug for preventing 
gastro-intestinal irritation from aureomycin or 
terramycin when there is no contraindication to 
the use of this systemic alkali’. 


Cellophane Tape for 

Umbilical Hernia 

Tue use of cellophane transparent tape is recom- 
mended by G. E. Prince (Journal of Pediatrics, 
October 1951, 39, 481) for the strapping of 
umbilical hernia in infants. The strips he uses 
are } inch wide and about 2 inches in length. 
The skin is painted with tincture of benzoin and 
allowed to dry. The skin is then pulled together 
over the hernia so as to form a single crease. 
One or two strips of cellophane transparent tape 
are then applied. ‘No effort is made to pull the 
abdominal recti muscles together’. The tape is 
changed once or twice a week. As a result of his 
experience based upon the treatment of 56 
infants by this method, the author summarizes 
its advantages, compared with adhesive plaster 
strapping, as follows: (1) The cellophane trans- 
parent tape is much less irritating to the skin. 
(2) The tape adheres easily to the skin. (3) Only 
short strips are required. (4) It is not necessary 
to pull the abdominal muscles together so long 
as the hernia is reduced and the skin is brought 
over the umbilicus. (5) The tape does not soil. 
(6) The mother can see that the skin is not 
inflamed and that the hernia is properly covered. 
(7) The tape resists water as effectively as 
adhesive plaster strapping. (8) The tape is much 
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easier to remove. Two disadvantages have been 
encountered: the tape is very sticky, and unless 
one end of the tape is first applied to the skin, it 
is difficult to handle; the tape is not as flexible 
as ‘adhesive’. 


Aureomycin and Trichomonas 
Vaginalis 

Accorpinc to R. B. Greenblatt and E. Bar- 
field (American Journal of Obstetrics and 
Gynecology, August 1951, 62, 423), ‘vaginal 
insufflation of aureomycin powder (containing 
talc and powdered milk sugar) offers a satis- 
factory method of treatment of recalcitrant 
cases of vaginitis due to Trichomonas vaginalis’. 
The method recommended is ‘vaginal in- 
sufflation (with care to avoid sustained pressure) 
of a powder containing aureomycin 0.25 to 
0.5 gm., talc 1.0 to 2.0 gm., and lactose 1.0 to 
2.0 gm. once daily (or every other day) for five 
consecutive treatments, then as prophylaxis, 
once weekly for five weeks’. These conclusions 
are based upon the results obtained in 53 cases 
of acute vaginitis due to 7. vaginalis. At the end 
of the first week’s treatment the organisms were 
absent in 47 of 48 cases examined (i.e. 97.8 
per cent.). Immediate relief of pruritus and 
cessation of leucorrhcera were reported by 37 of 
these 48 patients (i.e., 77.1 per cent.). A month 
after the cessation of treatment, 37 patients 
were re-examined: trichomonads were found in 
eight, and no evidence of recurrence in 29 
(78.3 per cent.). 


The Action of High Vitamin E 
Dosage on Hypoproteinemia 
During Pregnancy 


TEN women in the seventh to ninth months of 
pregnancy were given vitamin E in high dosage 
and the effect on the serum protein recorded 
(F. E. Szontagh: Schweizerische Medizinische 
Wochenschrift, September 15, 1951, 81, 879). 
The vitamin was given in the form of ‘ephynal’ 
(Roche) or ‘wandervit-E’ (Wander) tablets, in 
dosage of 1 g. daily (5 cases), and o.5 g. daily (5 
cases), for fourteen days, and the serum protein 
was estimated weekly. In all cases there was a 
marked rise in the serum protein concentration, 
particularly in those cases with pronounced 
hypoproteinemia. A marked rise in the albu- 
min/globulin ratio occurred also. After cessa- 
tion of vitamin E therapy the serum protein 
concentration returned to its former level. It is 
claimed that the results of the investigation 
show that hypoproteinemia occurring during 
pregnancy can be successfully treated with 
a-tocopherol (vitamin E). 
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The Essentials of Virus Diseases. By 
Patrick N. MEENAN, M.D., D.c.P. Lon- 
don: J. & A. Churchill Ltd., 1951. Pp. 
vii and 260. Figures 7. Price 20s. 


BACTERIOLOGISTS are already well supplied with 
textbooks which cater for the needs of everyone 
from the undergraduate to the research worker. 
Those who wish to know something of virus 
diseases have far fewer works on which they can 
rely. It is well therefore that this book should 
have been written in order to bring home to the 
student that the study of viruses is now a science 
in its own right and is worthy of more than 
perfunctory mention in textbooks of bacteri- 
ology, most of which, incidentally, have been 
written by bacteriologists with little or no 
first-hand knowledge of viruses. The book is not 
recommended for the laboratory worker, and 
the epidemiologist will find many lacunz. All 
references have been omitted so that no guide 
for further reading is provided. After describing 
the methods of study of viruses and the appro- 
priate measures for their control, specific 
descriptions are given of influenza, mumps, 
virus pneumonia, lymphogranuloma venereum, 
measles, rubella, varicella, herpes, variola and 
vaccinia, hepatitis, yellow fever, rabies, polio- 
myelitis, meningitis and encephalitis, and virus 
infections of the eye. Finally, instructions are 
given for the collection of specimens for labora- 
tory diagnosis. The only rickettsial disease 
mentioned is Q fever, to which nearly three 
pages are devoted: rickettsial pox, which occurs 
in America, and possibly in Africa, might well 
also find a place, if only to distinguish it from 
the true pox viruses. 

Each chapter contains a short account of the 
clinieal symptoms, followed by sections on 
treatment, clinical diagnosis, pathology, labora- 
tory diagnosis, epidemiology, properties of the 
virus, and control. The selection is a trifle 
arbitrary: whereas fifteen pages are devoted to 
yeliow fever, a disease now rarely seen, no 
mention is made of dengue, sandfly fever, or 
Rift Valley fever, although these infections may 
easily be confused with yellow fever, and the 
widespread distribution of the last disease in 
Africa renders it of considerable importance 
both to man and animals. 

Although Japanese type B_ encephalitis 
requires nearly two pages for its discussion 
the widely distributed encephalo-myocarditis 
viruses, which are also pathogenic for man, are 
unmentioned. In addition, the fact that many 
viruses cause myocarditis is not discussed. 
Other virus diseases to which at any rate 
passing reference might have been made are orf, 


or pustular dermatitis of sheep, and cat- 
scratch disease, the viruses of which, together 
with that of contagious abortion of sheep, 
belong to the psittacosis-lymphogranuloma 
group. The term lymphogranuloma venereum 
is now invariably used in place of lympho- 
granuloma inguinale. There are one or two other 
minor inaccuracies or ambiguities which need 
correction in a later edition. In isolating the 
virus of lymphogranuloma venereum mice are 
alone necessary: if monkeys are available the 
rhesus monkey should not be used as it is 
highly resistant. Similarly with yellow fever, 
macacus monkeys alone are susceptible. No 
mention is made of the high susceptibility of the 
hedgehog. In collecting specimens for labora- 
tory examination it is recommended that in 
suspected yellow fever ‘10 ml. of blood should 
be collected daily for the first five days’, but as 
the virus is not present in the blood stream 
beyond the third day the point of this direction 
is not apparent. ‘Louping’ in the Scottish 
tongue does not mean ‘leaping’ but falling 
about as one walks. In endemic yellow fever 
areas all patients with fever and jaundice should 
be nursed under mosquito nets for the first four 
days of illness. 

Despite these minor errors and omissions this 
book will undoubtedly be of considerable valuc 
to those for whom it is primarily designed. 


Management of Celiac Disease. By SIDNEY 
V. Haas, M.D., and Merritt P. Haas, 
M.D. Philadelphia, Montreal and Lon- 
don: J. B. Lippincott Company, 1951. 
Pp. viii and 188. Figures 12. Price 40s. 

Tue story of ceeliac disease, which essentially 

dates from Samuel Gee’s original paper in 

1888, has had many modifications, but little has 

been added to his description of the clinical 

signs and fundamental principles in treatment. 

This book is principally an extended considera- 

tion of Gee’s thesis and is based on thirty years’ 

experience with about six hundred cases. The 
etiology is exhaustively considered and the 
various factors, varying from food intolerances 
to psychological reactions, are clearly discussed. 
The present general opinion, following chiefly 
the suggestions of Dr. Dorothy Anderson, is 
upheld, namely, that the main noxious materials 
in the intestinal tract are the cereal flours and 
various polysaccharides, the steatorrhcea being 
of a secondary significance. “The Haas diet’ 
excludes all carbohydrates except those in fruits, 
in some vegetables, and in protein milk. The 
practical contents of these diets, including the 
special value of ripe banana, are given in detail, 
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and it is recorded that with strict attention to 
this detail there is every probability of a clinical 
cure in eighteen months, and mortality is zero. 
Improvement in behaviour is early in well- 
treated cases, and the psychological picture 
changes favourably. The book may be regarded 
as an authoritative survey of a complex disease, 
and is embellished with an extensive biblio- 


graphy. 


Medical Treatment in Obstetrics and Gyne- 
cology. By C. Freperic FLUHMANN, 
M.D., C.M. Baltimore, Maryland: The 
Williams & Wilkins Company; London: 
Bailli¢re, Tindall & Cox, 1951. Pp. ix 
and 157. Figures 27. Price 24s. 


Wuen an Associate Professor of Obstetrics and 
Gynecology finds it necessary to keep a note- 
book in which he records the thousand and one 
details necessary in the daily routine of practice, 
it is reasonable to expect that general prac- 
titioners and specialists alike would find access 
to that notebook most valuable. Dr. Fluhmann’s 
little book makes his personal notebook avail- 
able to all, and contains a wealth of information 
carefully indexed and concisely presented. Both 
obstetrics and gynecology are included, but as 
would be expected much the greater emphasis 
is given to gynecology. The summaries pro- 
vided are for the most part excellent. Although 
the book deals only with medical treatment it 
states clearly when surgery or radiotherapy is 
indicated. It can be warmly recommended. 


Major Symptoms in Clinical Medicine. 
Vol. II. By Joun ALMEDA, M.R.C.P., 
p.P.H. London: Henry Kimpton, 1951. 
Pp. viii and 336. Figures 137, some in 
colour. Price 25s. 


IN this second volume Dr. Almeda considers 
neurological, psychological, dermatological, 
locomotor, and endocrine symptoms. This is 
indeed a major undertaking because in addition 
to symptoms the author discusses a number of 
clinical signs, such as pupillary abnormalities 
and hydrocephalus. Unless the reader has ex- 
tensive clinical experience and sound judgment, 
he will be in danger of being confused by a 
lengthy and unbalanced list of conditions which 
may remotely be responsible for various symp- 
toms. Thus in practice few would have oc- 
casion to consider myxedema or pernicious 
anemia in the differential diagnosis of coma. 
Nor would many agree that in sciatica due to a 
prolapsed intervertebral disc an ‘X-ray of the 
spine always exposes its abnormality’. Dr. 
Almeda is to be congratulated on his industry, 
but it is perhaps doubtful if this book will be 
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helpful to the clinician or of value to the 
examinee. 


Gesundheitsbiichlein fiir die Tropen. BY 
Ernst VON HALLER, M.D. Stuttgart: 
Georg Thieme Verlag, 1951. Pp. iv and 
92. Figures 11. Price DM 5.70. 


Tue author has attempted to give a precise 
account of the basis of hygiene for the layman 
who may be visiting or living in hot climates. 
In general he has succeeded admirably. Were it 
not for the recent appearance of an equally good 
book by Wilcocks, it would have been worth 
while considering an English translation. The 
text is practical and, so far as possible, avoids 
theoretical considerations. The introduction 
deals with tropical climates, housing, medical 
facilities and risks to health. Chapter II is 
concerned with rules of hygiene for hot en- 
vironments, including clothing, food, servant 
staffing, and notes on children. Chapter III 
covers various measures, including lucid ac- 
counts of methods of protection against disease 
by vaccination and inoculation, and by the use 
of protective drugs (malaria and trypano- 
somiasis). There is a short account of the various 
methods of protection against disease conveyed 
by insects and similar vectors, including ticks, 
mites, bugs and fleas. Avoidance of disease 
spread through food is dealt with clearly and 
thoroughly, with a small section on the im- 
portance of control of vermin and of the proper 
care of foodstuffs. Vitamin deficiency is re- 
ferred to only briefly. Protection against sun- 
light, heat and other physical factors is covered 
is a few short confused paragraphs which are 
the poorest in the book. There is an excellent 
little note on snakes supported in another 
section by a reasonable account of the risks and 
treatment of snake bite. The author here in- 
dulges in a little debunking which is not un- 
welcome. Section IV deals with the natural 
history and control of various conditions, 
including malaria, the dysenteries, constipa- 
tion, worm infections, common skin troubles 
(including tropical ulcer) and heat stroke. There 
is also a short account of bites and stings. The 
advice given is generally sound, and the im- 
portance of obtaining proper medical advice is 
continually stressed. There are one or two 
points which demand some comment. For 
instance, the dosage of mepacrine recommended 
for the treatment of malaria in the adult (100 mg. 
three times a day for seven to ten days) is 
considerably below the accepted dosage, and 
no mention is made of the importance of giving 
salt as well as water, and not water only, in cases 
of heat exhaustion. In Section V the author 
successfully outlines the distribution and 
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general significance of the commoner and more 
important ‘tropical’ diseases. His attitude to 
them is sensible and is reflected in the intro- 
duction to the book, in which he points out that, 
given intelligent cooperation, modern hygiene 
can make the tropics as safe as or safer than 
Europe. 


Guy's Hospital 1725-1948. Epirep BY 
H. A. RipMan. London: Guy’s Hos- 
pital, 1951. Pp. 176. Illustrated. Price 
18s. 6d. 


THE incorporation of the great voluntary 
hospitals cf the country into the National 
Health Service in 1948 marked the end of an 
outstanding era in British medicine. To mark 
the occasion, and to commemorate the great 
days of Guy’s Hospital as a voluntary hospital, 
the Guy’s Hospital Gazette committee have pre- 
pared this history of their hospital. It consists 
largely of articles published in the bicentenary 
number of the Gazette in 1925, which have been 
brought up to date so as to cover the history of 
the Hospital till July 1948. The book is divided 
into five parts. The first is a history of the 
Hospital originally written by Sir William 
Hale-White and brought up to date by Mr. 
H. A. Ripmari, whose father was a medical 
registrar of Sir William’s. Professor T. B. 
Johnston, a former Dean of the Medical 
School, has brought up to date his history of 
the Medical School, and Mr. F. N. Doubleday 
contributes a chapter on the Dental School. 
‘Nursing at Guy’s’ is written by the Matron, 
Miss Dorothy M. Smith, whilst the final chapter 
on ‘Guy’s Hospital in 1948’ was written by the 
late Sir Herbert Eason. The design and pro- 
duction of the book (by Adprint, Ltd.) are ex- 
cellent. The many illustrations are beautifully 
reproduced, and the six coloured plates are 
masterpieces of modern reproduction. For these 
alone, with their setting amid excellent type, 
the book is entitled to the widest possible 
circulation. Unfortunately, the editing is not of 
the same high standard. Too often it is difficult 
to see the wood for the trees. In spite of this, 
the book will have a wide appeal, and not only 
among loyal sons of Guy’s. 


NEW EDITIONS 
Diseases of the Nervous System, by W. Russell 
Brain, D.M., P.R.C.P., in its fourth edition 
(Oxford University Press, 42s.) contains several 
new sections, namely, on leptospiral meningitis, 
temporal arteritis, infectious mononucleosis, 
sarcoidosis, and compression of the medial 
nerve in the carpal tunnel. Other additions in- 
clude the use of vitamin B,, in subacute com- 
bined degeneration of the cord, streptomycin in 
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pyogenic and tuberculous meningitis, new drugs 
in the treatment of epilepsy, and the use of 
‘dramamine’ and ‘phenergan’ in motion sick- 
ness. In the section on poliomyelitis the prophy- 
lactic use of immune serum is discussed, and 
in the section on Parkinsonism the use of new 
syntuetic antispasmodics. These are but a few 
features of the new edition of this authoritative 
textbook, which has been brought up to date in 
all sections. It is well produced and illustrated. 


Medical Disorders of the Locomotor System in- 
cluding the Rheumatic Diseases, by Ernest 
Fletcher, M.D., M.R.C.P., in its second edition 
(E. & S. Livingstone Ltd., 60s.). To write a 
book covering all aspects of the diseases which 
may affect the locomotor system constitutes a 
formidable task. In his first edition Dr. Fletcher 
achieved a remarkable degree of success, 
although the inclusion of the peripheral vascular 
diseases illustrates the difficulty of deciding the 
limits of the subject. In the second edition much 
new material has been added, which increases 
the value of the book as a standard work of 
reference. It is not yet possible to evaluate the 
place of ACTH and cortisone in treatment, but 
the author has summarized recent advances in 
a useful appendix. This volume will appeal to 
all interested in the problems of diagnosis and 
treatment of conditions involving the muscles, 
bones and joints. 


‘THOROUGH revision has been undertaken in the 
preparation of the sixth edition of Panton and 
Marrack’s Clinical Pathology, by H. B. May, 
M.D., M.R.C.P., and J. R. Marrack, m.p. (J. & A. 
Churchill Ltd., 30s.), a revision which was 
approved by Sir Philip Panton before his death. 
A short chapter on ‘fungi’ has been included, 
with details for their examination and culture. 
The rearrangement of the book by means of 
which hematology, chemical pathology, and 
bacteriology appear in different sections, and 
laboratory methods are separated from theoretical 
aspects, is a commendable change. Other new 
material includes renal efficiency tests, sections 
on the vitamins and hormones, and a short 
chapter on investigation of some common 
clinical states, which includes a section on 
jaundice. Although written for the use of junior 
pathologists, students and laboratory tech- 
nicians, practitioners will find this work a 
valuable addition to their libraries, as the tests 
are described simply and clearly and cover many 
practical everyday problems. 





The cortents of the January 1952 issue, which will contain 
a symposium on ‘Diseases of Childhood’, will be found 
on page Ixx at « e end of the advertisement section. 


Notes and Preparations, see page 669. 
Fifty Years Ago, see page 675. 
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chronic and secondary invasion is extreniely 
common. The effectiveness of aureomycin 
IN F E CTl 0 BS against the common urinary invaders, 
especially Gram-negative bacteria, the high 
urinary concentrations attained and the 
lack of development of drug resistance now 
indicate its use for the therapy of almost 


all genito-urinary infections. 


Packages 
Capsules, bottles of 25 and 100, 50 mg. 
each, and bottles of 16 and 100, 250 mg. each 


Aureomycin is 
manufactured in England bh) 


LEDERLE LABORATORIES DIVISION 
Cyanamid Products Lid 


BUSH HOUSE, ALOWYCH, LONDON, wW.C.2 TEMPLE BAR 5411 
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TRAFURIL 
CREAM 


well tolerated and non-irritant 
RUBEFACIENT 


for use in 


CHILBLAINS - MUSCULAR RHEUMATISM 
LUMBAGO + FIBROSITIS 


Tubes of 20 g. Jars of 1 lb. 


Please apply for literature and sample 


SUBA 


(* Trafuril’ is @ registered trade mark denoting tetrahydrofurfury! 


nicotinic acid ester.) 


Reg. user 


CIBA LABORATORIES LIMITED 
HORSHAM - SUSSEX 


Telephone : Horsham 1234 Telegrams : Cibalabs, Horsham 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘Distivit’ B,, is a solution of crystalline 
vitamin B,, for injection. It is issued in am- 
poules of 1 ml., containing 20, 50 and 100 
micrograms, in boxes of 5. (The Distillers 
Company (Biochemicals) Ltd., Fleming Road, 
Speke, Liverpool 19; Distributors: Burroughs 
Wellcome & Co.; Evans Medical Supplies Ltd. ; 
Imperial Chemical (Pharmaceuticals) Ltd.) 


‘DroMoraN’ (3-hydroxy-N-methylmorphinan) 
is a new analgesic which is stated to have an 
action more potent and longer-acting than 
morphine, the analgesic effect beginning within 
ten to thirty minutes and lasting for as long as 
eight hours. Its use is indicated in the treatment 
of severe pain, as in coronary thrombosis, renal, 
biliary or intestinal colic, trigeminal neuralgia, 
in the treatment of continuous intractable pain, 
as in inoperable malignant disease, and for pre- 
and post-operative medication. Issued in 
tablets of 1.5 mg., in packings of 20 and 200, 
for oral administration, and in ampoules of 
2 mg. in 1 ml., in boxes of 6 and 50, for sub- 
cutaneous or intramuscular injection. (Roche 
Products Ltd., Welwyn Garden City, Herts.) 


‘EMBEQUIN’ (5:7 :diiodohydroxyquinoline) is an 
ameebicide containing 63.9 per cent. of iodine. 
Its use is indicated in the treatment of amcebiasis, 
ameebic hepatitis, Trichomonas vaginalis, and as 
a prophylactic in ameebic endemic areas. It is 
administered by the ora] route, and is issued in 
tablets of 0.3 y., in packings of 20, 100 and 500. 
(Pharmaceutical Specialities (May & Baker) 
Ltd., Dagenham, Essex.) 


‘Fenox’ Nasa. Drops contain phen: ‘ephrine 
hydrochloride, 0.25 per cent., nsphazoline 
nitrate, 0.025 per cent., and chlorbutol, 0.5 per 
cent., in a non-oily, water-miscible vehicle. 
They have been prepared for use in nasal con- 
gestion due to the common cold, hay fever, and 
other catarrhal conditions, a two-stage vaso- 
constriction being obtained by the use of 
phenylephrine, which produces immediate de- 
congestion, along with naphazoline nitrate, 
which has a more gradual and prolonged action. 
‘Fenox’ is stated to be non-irritant, non-toxic, 
and to produce no undesirable side-effects. 
Issued in bottles of } fluid ounce, with dropper. 
(Boots Pure Drug Co. Ltd., Station Street, 
Nottingham.) 


‘NEOPHRYN’ (l-m-hydroxy-a(methylaminomethy]) 
benzyl alcohol hydrochloride) is a nasal 
‘decengestant’ which under the name of ‘neo- 
synephrine’ is widely known in America. ‘Neo- 


phryn’ is supplied as nasal drops in an aqueous 
solution, and its action is stated to be rapid in 
onset, prolonged, and undiminished after 
repeated application. It is also stated to be non- 
irritant, and to cause no ciliary damage or 
secondary congestion. Its use is indicated in 
sinusitis, allergic rhinitis, and the common cold. 
Issued in bottles of 15 ml. with dropper. (Bayer 
Products Ltd., Africa House, Kingsway, Lon- 
don, W.C.z2.) 


PENICILLIN INHALATION Set.—This inhalation 
set consists of the Armour Inhalator, and two 
vials, each containing three capsules of 100,000 
units of penicillin potassium salt. The Armour 
inhalator can be used either for nasal administra- 
tion of penicillin or for oral administration. Its 
use is indicated in the treatment of infections of 
the upper and lower respiratory tract. Penicillin 
powder inhalation may also be employed as a 
prophylactic in thoracic surgery. (Armour 
Laboratories (Armour & Company Ltd.), Lind- 
sey Street, London, E.C.1.) 


PIPEROXANE is the hydrochloride of 2-(1- 
piperidylmethy])1 :4-benzodioxane, an adreno- 
lytic agent for use in the production of adrenergic 
block for the differentiation between humoral 
hypertension and other forms which may be due 
to sympathetic over-activity. Its use is indicated 
in the diagnosis of chromaffin tumours, to ex- 
clude the presence of such tumours in hyper- 
tensive patients, postoperatively to confirm that 
all chromaffin tissue has been removed, and in 
the control of excessive fluctuations of blood 
pressure during surgical procedures. Issued in a 
0.2 per cent. solution in ampoules of 10 ml. 
(each containing 2 mg. piperoxane hydro- 
chloride), in boxes of 10. (Pharmaceutical 
Specialities (May & Baker) Ltd., Dagenham, 
Essex.) 


‘Ro-a-Vir’ contains synthetic vitamin A, which 
has all the biological properties of natural 
vitamin A, but possesses the advantage that 
administration in a much more concentrated 
form is rendered possible. ‘Ro-a-Vit’ is in- 
dicated in the treatment of twilight blindness 
and other eye conditions; in phrynoderma, dry 
and brittle hair, furrowing of nails, and in the 
treatment of some skin affections; in kraurosis 
vulvz; in atrophic rhinitis; and for the prophy- 
lactic treatment of recurrent respiratory in- 
fections, and during pregnancy. Issued in 
tablets containing 50,000 i.u. (approx. 17 mg. 
vitamin A acetate), in bottles of 30 and 200. 
(Roche Products Ltd., Welwyn Garden City, 
Herts.) 


CONTINUED ON PAGE 670 








670 


‘UNEPHRAL’.—This product is an association of 
mercuramide salicyl-(y-hydroxymercuri-§ -hy- 
droxypropy])-amide-O-acetic acid and theo- 
phylline. It is stated to be an efficient diuretic 
with a rapid and prolonged action, and of low 
toxicity. Its use is indicated in congestive heart 
failure, nephrosis, chronic nephritis, hepatic 
cirrhosis, obesity, Méniére’s syndrome, and a 
number of other conditions in which a mer- 
curial diuretic is required. It is issued in am- 
poules of 1 and 2 ml. (each ml. contains 92 mg. 
mercuramide and 45 mg. theophylline), in boxes 
of 6 and 25, for intramuscular injection, and in 
ampoules of 5 and 10 ml. (18.4 mg. mercuramide 
and 9 mg. theophylline per ml.), in boxes of 6, 
for intravenous injection. (Pharmaceutical 
Specialities (May & Baker) Ltd., Dagenham, 
Essex.) 


Tue Distillers Company (Biochemicals) Ltd., 
announces the availability, through their usual 
distributors, of ‘dihydrostreptomycin sulphate 
DC(B)L’, in vials of 1 million units (equivalent 
to 1 gramme dihydrostreptomycin base), re- 
tailing at 5s. per vial. (Fleming Road, Speke, 
Liverpool 19.) 


‘ANTABUSE’ (tetraethylthiuramdisulphide).—The 
distributors in Great Britain of ‘antabuse’, 
the drug employed in the treatment of chronic 
alcoholism, are Messrs. Gedeon Richter (Great 
Britain) Ltd., Richter House, 14-18 Weedington 
Road, London, N.W.s. 


NEW APPARATUS 

KROMAYER LaMp Mopet 10.—This new model 
is fitted with a self-contained cooling system, 
a self-starting burner, and an entirely new A.C. 
circuit covering all voltages. The cooling pump 
and fan are operated by a 1/10 h.p. motor of the 
repulsion-induction type. A direct current type 
is available for D.C. mains in the range of 200 
to 260 volts. (Hanovia Ltd., Slough, Bucks.) 


ETHICON SUTURE LABORATORIES 
NEW FACTORY 

A NEW factory at Fountainbridge, Edinburgh, 
officially opened on October 19 in the presence 
of a number of distinguished guests represent- 
ing surgery, Scottish industry, medicine, and 
pharmacy, is to house the full ‘raw’ process of 
sutures manufacture. It is described as the 
largest and most modern factory of its type 
outside the U.S.A., its first object being to make 
Britain self-supporting and self-sufficient for 
suture requirements. 


MEDICAL FILM 
‘Life Cycle of the Malaria Parasite’ (Cat. N. 
M.28; running time 21 mins.; 16 mm., in 
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colour), consists of animated drawings in colour 
reproducing the translucent pastel shades seen 
under the microscope in preparations stained 
with Leishman’s or Giemsa’s stain. The life 
history is traced from the introduction of 
sporozoites by an infected mosquito, through 
the recently discovered stages in the liver, to the 
appearance of forms in the blood, their schizo- 
gony, the formation of gametocytes, and the 
subsequent cycle in the mosquito. Next, the 
distinguishing features of the four species 
causing human malaria are shown. The film has 
been prepared primarily for exhibition to 
students specializing in tropical diseases and 
doctors practising in tropical areas. (Film 
Library, I.C.I. Ltd., Bolton House, 61 Curzon 
Street, London, W.1.) 


PUBLICATIONS 

The Care of the Ageing and Chronic Sick. By 
A. P. Thomson, M.p., F.R.c.p., C. R. Lowe, 
M.D., and T. McKeown, mM.p. The authors of 
this book are respectively the Dean of the 
Faculty of Medicine and the Professor of Thera- 
peutics; the lecturer in Public Health in the 
Department of Social Medicine; and the Pro- 
fessor of Social Medicine—all of the University 
of Birmingham. The book 
Lumleian Lectures on ‘problems of ageing and 
chronic sickness’ delivered by Professor Thom- 
son in 1949, and five articles by the other two 
authors, all of which have been previously 
published in the British Journal of Social 
Medicine, or the British Medical Journal; these 
are included here under the title of ‘the care of 
the chronic sick’. Finally there is an extract from 
a discussion on the ‘problems of old age’ held at 
the Royal Society of Medicine early last year. 
They have been re-issued in book form at the 
instigation of the Birmingham Regional Hospital 
Board. Many workers in the field of geriatrics 
will be glad to have these articles in this com- 
pact form. Under the stimulating leadership of 
Professor Thomson, Birmingham has done 
valuable pioneering work in this field, and this 
compilation is a notable tribute to the extent 
and value of this work. (E. & S. Livingstone 
Ltd., price 7s. 6d.) 


consists of the 


Clinical Pathology Data. By C. J. Dickinson, 
B.sc. “The aim of this small pocketbook is to 
provide in a simple and convenient form tables 
for the interpretation of clinical pathology data’. 
The author has achieved his aim and has pro- 
duced a book which should be in the possession 
of every practising doctor and every senior 
medical student. The first six tables, dealing 
with blood, cerebrospinal fluid, faces, gastric 
contents, plasma and serum, and urine, list the 
normal value for the important constituents, and 
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ELASTOPLAST 
BANDAGING 
TECHNIQUE 


In the treatment of 

varicose conditions... 
careful bandaging is essential 
in order to achieve 


the best results. 


Vertical strips—enclosure 
of heel—even overlapping 

no creases—firm 

and even pressure, are 

some of the important 


points in technique 


Elastoplast 


ehahtic -adheswe BANDAGES 


Besides ELASTOPLAST ELASTIC ADHESIVE BANDAGES 
other T. J. Smith & Nephew bandages and products available for use in the treatment and 
atter-care of varicose conditions are ELASTOCREPE - ELASTOLEX - ELASTOWEB 
DIACHYLON ELASTOCREPE ~ VISCOPASTE - ICHTHOPASTE * COLTAPASTE 
ELASTOFLAST PLASTERS PARAGON SPONGE RUBBER ~ JELONET. Full details 
available on request to Medical Division of the manufacturers, T. J. Smith & Nephew Ltd., Hull. 
Outside the British Commonwealth, Elastoplast and Elastocrepe are known as Tensoplast and 


Tensocrepe respectively. 











ere rates atenenerre. 
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the conditions in which they are raised and 
lowered. Table 7 gives details of glucose 
tolerance curves, whilst table 8 lists ‘special 
tests’ (e.g., the Kahn reaction) under the four 
headings of ‘disease’, ‘what tested for’, ‘method 
used’, and ‘interpretation’. The final section 
gives ‘practical notes on tests which can be 
performed without elaborate equipment’. With 
this admirable pocketbook by him, the prac- 
titioner and student need not be at a loss to 
understand the results supplied to him by the 
laboratory, or to know what tests are indicated 
in a given case. (Blackwell Scientific Publica- 
tions, price 4s. 6d.) 


Number Nine. By A. P. Herbert. This is A.P.H. 
at his debunking best. This time the army 
psychiatrists—the ‘trick-cyclists’, as they were 
known throughout the Forces—are his target. 
Hambone Hall, the family seat of Admiral of 
the Fleet the Earl of Caraway and Stoke, has 
been commandeered by the Government of the 
day as a ‘civil service county house’, wherein 
selected aspiring civil servants ‘undergo a series 
of tests of personal qualities’. The main member 
of the staff is a reprehensible psychologist 

Dr. Henry Maple, a former army psychiatrist. 
This joyously mad tale tells the story of how the 
old Admiral, with the aid of his naval son, 
‘exposes’ the ‘trick-cyclist’, drives the civil 
servants from his home and returns to resume 
occupation himself. This is a novel which will 
be enjoyed by everyone who went through an 
OCTU course during the last war, as well as by 
every doctor who has retained his sense of 
humour. (Methuen & Co. Ltd., price ros. 6d.) 


Leprosy. By Sir Leonard Rogers and Ernest 
Muir. The last edition (the third) of this book 
was published in 1945. In order to bring the 
book up to date an Addendum has now been 
published, dealing with ‘recent advances in the 
treatment of leprosy’. Whilst this is largely 
devoted to the sulphones, there are also brief 
sections on the thiosemicarbazones and cephar- 
anthin. The views expressed are based largely 
upon the junior author’s personal experience 
and that of his colleagues. Even making allow- 
ance for the rather over-optimistic outlook of the 
authors, a comparison of this addendum and the 
original chapter in the 1945 edition is a striking 
commentary upon the dramatic advances that 
have been made in the treatment of leprosy 
during the past five years (Bristol: John Wright 
& Sons Ltd., price 2s. 6d.) 


Diagnostische und Therapeutische Technik beim 
Kinde. By Dr. med. Kurt Nitsch. This book 
gives an account of the principal diagnostic and 
therapeutic procedures used in pediatric work. 


The emphasis is naturally not the same as in 
Great Britain, but the basic principles are 
similar. It is clearly designed for resident 
medical officers at children’s hospitals and 
should be found useful by them. There are 26 
illustrations, some line drawings and some 
photographs which add to the usefulness of the 
text. (Stuttgart: Georg Thieme Verlag, price 
DM. 14.70.) 


Leitfaden der Laparoskopie und Gastroskopie. By 
Prof. Dr. H. Kalk, und Dr. W. Briihl. This 
book describes the instruments and technique 
used, and the indications for peritoneoscopy, 
and then discusses the normal and diseased ap- 
pearances seen. It will interest those who 
practise this diagnostic method. The coloured 
illustrations are superb. The second part of the 
book is an introduction to gastroscopy, and 
contains little new. (Stuttgart: Georg Thieme 
Verlag, price DM. 27.) 


Calendar of the Pharmaceutical Socte ty of Great 
Britain 1951-52, gives particulars of the 
Society’s administration and activities. A section 
is devoted to education, in which examination 
regulations, approved institutes, the Diploma of 
Biochemical Analysis, and scholarships, prizes 
and research awards are discussed. The last 
section deals with the Pharmacy Acts, Poison 
Rules, and Dangerous Drugs Act and Regula- 
tions. (The Pharmaceutical Press, 17 Blooms- 
bury Square, London, W.C.1, price 12s 6d.) 


Medical Protection Society.—The annual report 
of the Council of the Medical Protection 
Society Ltd. for the year ended December 3I, 
1950, notes a record increase in membership. 
In addition to its routine work the Council has 
considered many new problems arising from 
the operation of the National Health Service. 
A number of interesting medical, surgical, and 
dental cases are reported. (Victory House, 
Leicester Square, London, W.C.2.) 


Convalescent Home for Epileptics—Kelsale 
Court, a Georgian convalescent home at 
Saxmundham, Suffolk, receives 25 epileptic 
men and women between the ages of eighteen 
and sixty, for periods of from three to six weeks, 
at £5 15s. 6d. per week. The home is ad- 
ministered by the National Association for 
Mental Health, to whom applications and in- 
quiries should be made. (39 Queen Anne Street, 
London, W.1.) 


Distressed Gentlefolk’s Aid Association.—The 
s4th Report of the Executive Committee 
(April 1, 1950-March 31, 1951) announces that 
the Association’s three Homes for the Chronic 





NOTES AND 
Sick—Merlewood, Rush Court, and Rashwood 

are all running well and that a fourth Home 
will soon be opened in Tunbridge Wells. Lord 
Amulree is a member of the Council, and Dr. 
Marjory Warren is Chairman of the Homes 
Committee. (Iddesleigh House, Caxton Street, 
London, S.W.1.) 


Salford School Health Service The report by 
the School Medical Officer for the City of 
Salford, Dr. J. L. Burn, for the 
December 31, 1950, delightfully 
attractively illustrated, makes pleasant reading 
for those inundated by a flood of official re- 


year ended 
written and 


ports. Interesting accounts are given of special 
classes for partially deaf children (still deaf but 
no longer handicapped), of a comparative 
audiometric survey, of physical education ‘ful- 
filling an important function in the educational 


life of the City’, and of health education. 


‘Home Work’ with a Difference, a careful survey 
carried out in Surrey over a period of eighteen 


Muriel Owen-Davies, NAPT Re- 
of remunerated 


months by 
search Scholar, shows the value 
employment for tuberculous patients confined 
at home. Among the benefits resulting from a 
scheme are mentioned an in- 
usefulness in the 


dustry 
terest .n life; a 
community; prevention ot spread of immftection 
by stopping the homebound patient 
undertaking work in the open market; and pre- 
vention of relapse (by the patient returning too 
early to employment in the open market). The 
difficulties entailed in arranging suitable home 
work are frankly discussed, and some interesting 
case-histories are included in an appendix. This 
is a Most stimulating and timely booklet, but the 
staggering. 

London, 


home i 
feeling of 


chronic 


price, 10s. 6d. for 76 
(NAPT, ‘Tavistock House 
W.C.1.) 


pages, is 
North, 


The Technique of Cerebral Angiography, pub- 
lished by Glaxo Laboratories Ltd., is a useful, 
attractively produced, and well illustrated survey 
of this ‘simple, routine radiological procedure’, 
B.P.). Side-effects, 
technique of injection, and 
(Greenford, 


using ‘pyelosil’ (diodone 
sensitivity; dosage, 
indications are 


Middlesex.) 


clearly discussed 


Quinine, Quinidine and other Cinchona Alkaloids 
in Clinical Practice, published by the London 


Cinchona Bureau, succinctly and lucidly re- 
views their pharmacology, routes of administra- 
tion, therapeutics, side-effects, and 
incompatibilities, and gives a brief but re- 
freshingly up-to-date historical introduction and 
a selected list of references. Copies are available 


dosage, 


PREPARATIONS 


on request from the Bureau. (10 Princes Street, 
Westminster, London, 5.W.1.) 


OFFICAL PUBLICATIONS 
The Health of Welders, by A. T. 
L.. N. Duguid, gives the results of an investiga- 
tion carried out by the Factory Department of 
the Ministry of Labour and National Service, 
into the possibility of ill-health caused by the 
welding process. The types of welding are sur- 
literature on health hazards of 
welding is reviewed, and a report is presented on 


Dx rig and 


veved, the 


a clinical examination of 249 male welders in 
different industries, supplemented by X-ray and 
blood examinations. It is concluded that welders 
do not suffer from any specific disease that can 
be labelled ‘welders’ disease’, and that occupa- 
tional dermatitis is not a frequent or serious 
cause of disability. As the main risk of ill-health 
fumes, the remedy is ventilation 
H.M. Stationery Office, price 3s.) 


is due to 
(London 


Dericiency Diseases in Japanese Prison Camps, 
by D. A. Smith and M. F. A. Woodruffe, No 
274 of the Medical Research Council Special 
Report Series, is a story of malnutrition—the 
result of inadequate food, disease, and enforced 
told by who 


themselves prisoners The introductory section 


labour medical officers were 


describes the prevailing deficiency diseases, 
which are reported in detail in the body of the 
text in relation to the general conditions in the 
camps and the nature of the diet. Among the 
problems of particular interest which are dis- 
cussed are amblyopia and the burning feet 
syndrome. This valuable and detailed study in- 
cludes accounts of human 
‘guinea-pigs’ and a number of tables, plates, 
and (London: H.M. Stationery 


Office, price 6s. 6d.) 


experiments on 


appendixes. 


OFFICIAL 


Streptomycin.—A 
Health states 


As streptomycin sulphate is now 
generally available, attention is drawn to the suggestior 
made some 18 months ago that there might be danger of 
complications if a patient were treated first with strepto 
mycin calcrum chloride complex and then switched to the 
sulphate without an interval of rest. This was based on 
in tttro experiments which showed the possibility of pre 
cipitation when the two substances were mixed. It is not 
thought that there would be any danger in the case of 
intramuscular injection, but when the drugs are to b« 
admimstered intrathecally caution should be exercised 


NOTICI 


note from the Ministry of 


becoming more 


INDEX AND BINDING CASES 


ue index to Vol. 167 (July-December, 1951) will be 
warded to all subscribers with the January, 1952, issu 
Binding cases for this and previous volumes are availabl: 
in green cloth with gilt lettering, price 5s. each, post fre« 
Ihe cases are made to hold 6 copies after the advertise 
ment pages have been removed; they are not self-binding 
Alternatively, copies can be bound at ar 
inclusive charge of 12s. 6d. per volume; this includes the 
cost of the binding case and return postage 


subscribers 
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NEW ADVANCE 


in sex hormone therapy 


Mixogen is the new Organon preparation 
presenting the male and female hormones 
physiologically balanced in one tablet for the 
treatment of all signs and symptoms of de- 
clining sex hormone function in either sex. 
The synergistic combination of these 
B.P. substances confers beneficial results 
greatly exceeding ariy obtainable with 

much larger doses of either of the com- 

ponents alone, without the unwanted 

effects often associated with one- 

sided sex hormone therapy. The 
remarkable sense of renewed 

mental and physical vitality 

is a notable feature of the 


treatment 


The tablets are FREELY 
PRESCRIBABLE UNDER 
THE N.H.S. 


“MIXOGEN "* contains 0.0044 


TE _cehinylestrodiol 8.P. ov? — Male and Female Hormones in | tablet 


3.6 mg. methyltestosterone B.P 
in each tablet 


In Perspex tubes of 25 tablets and in bottles of 100, 250 and 500. 


Full Literature and Bibliography on request. 


RGANON LABORATORIES LTD TEMple Bar 6785-6-7 
BRETTENHAM HOUSE, LONDON, W.C.2 TEMple Bar 0251-2 
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fifty Dears Ago 


‘A man should never be ashamed to own he has been in the wrong, which is but saying, in other words, 


that he is wiser today than he was yesterday’.—Jonathan Swift 


Thoughts on Various Subjects. 


DECEMBER, 1901 


WHILST the poet found it easy to wax lyrical on 
the subject of the bicycle as an instrument of 
love, to the Editor of The Practitioner it was 
difficult ‘at this time of day to say anything new 
in praise of the bicycle as an instrument of 
health’. A certain Dr. Bérillon, professor of 
physiological psychology in Paris, had ap- 
parently discovered a new use for it: ‘By means 
of it, he says, we can cure weakness of will. So 
many people are afflicted with this infirmity 
that I think it right to give the announcement 
all the publicity in my power. The prescription 
is as follows:—‘“Take a man whose will power 
has become weak; put him on a bicycle, and 
make him ride some kilometres. Then we shall 
What we shall see 
exactly the Professor does not tell us . . . It will 
be found, he that the man’s sensory 


received 


see (on verra ensuite)’. 
says, 
system has curious impressions, of 
which he first took no heed. I for one have not 
the slightest difficulty in believing that if you 
put a man on a bicycle without first finding out 
whether he has ever been on one before, his 
sensory system will receive many curiqus im- 
pressions. If he does not at first take heed of 
them, he will do so recovers con- 
sciousness’. 

The symposium on Bright’s disease is con- 


when he 


tinued from the previous number. D. Berry- 
Hart writes on ‘Pregnancy and Albuminuria’, 
W. H. H. Jessop discusses “The Ocular Symp- 
toms in Bright’s Disease’, H. Ashby deals with 
‘Bright’s Diseas+ in Children’, F. E. Batten 
takes as his subject ‘Some Affections of the 
Nervous System in Connection with Renal 
Disease’, W. Hale White contributes an article 
on “The Treatment of Bright’s Disease’, and 
J. M. Groedel concludes the symposium with 
a paper entitled “The Treatment of Chronic 
Nephritis by Mineral Drinking-Waters and 
Mineral Baths’. Among all these learned 
communications, however, there is very little 
that is ‘quotable’, except, perhaps, the con- 
cluding paragraph of Hale-White’s article: 
‘Lastly it may be mentioned that renal extract 
has been given to patients suffering from chronic 
Bright’s disease. This is not unreasonable, and 
experience alone can determine whether it is 
beneficial’. By way of contrast, an address on 


Institutions’, delivered on the 
occasion of the sixtieth anniversary of the 
Reading Pathological Society by Dawson 
Williams, M.D., F.R.C.P., Physician to the 


“Therapeutic 


East London Hospital for Children, Shadwell, 
and Editor of the British Medical Journal, is 
full of ‘quotations’. It is interesting, for example, 


W. Crooke, Edinburgh 
George Alexander Gibson (1854-1913) 


to be reminded of Celsus’s ‘gestation’ as a 
means of combating phthisis and other chronic 
diseases where fever was absent but the patient 
was not strong enough to walk. “This was a 
general term to include any means by which the 
body might be moved and gently shaken. The 
mildest was a ship in a harbour or on a river; 
the next a ship at sea . . .; the strongest was in 
a carriage. As the carriages were springless this 
seems very like the favourite prescription of a 
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high-stepping cob to a gouty man’. Mention is 
made of a suggestion by Dr. Dawson Turner, 
vice-president of the Scottish Automobile Club, 
that ‘the motor car may have a great future 
before it in effectually administering the open- 
air treatment to consumptive patients. “I have 
been very much struck [he says] by the bene- 
ficial effects produced by a thirty to fifty miles 
motor-car drive. Along with a feeling of marked 
exhilaration, an increased appetite, and im- 
proved sleep, there is a heightened healthy 
glow which, after a few days’ treatment, tends 
to become permanent. The tendency to cough 
is much diminished. May I suggest to those in 
charge of sanatoria the advisability of combining 
a daily run on a good motor car at a pace fully 
up to the legal limit with the ordinary open- 
air treatment? The patients should be placed in 
front of the car, so as to avoid any dust thrown 
up by the wheels’’. This [comments Dr. Dawson 
Williams] may be taken to be the “‘gestation’’ of 
Celsus up to date’. The medicine chest which 
Sydney Smith kept when he was incumbent of 
Foxton in Yorkshire, contained mixtures, pills, 
and liniments rejoicing in such ‘grotesque but 
expressive names’ as ‘heart’s delight, the com- 
fort of all the old women in the village’; ‘the 
gentle jog, a pleasure to take it’; ‘the bull-dog, 
for more serious cases’; ‘Peter’s puke’; ‘up- 
with-it’; and ‘dead stop, settles the matter at 
once’. Throwing on the screen the shadows of 
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coming events, the Editor of the British Medical 
Journal emphasizes particularly the therapeutic 
institution. Although this had already come in 
the form of the 
institutions for the treatment of other diseases 
besides tuberculosis would come in the near 
future, and stay but to 
multiply. He sounds a warning note, however, 
that 
tend to 
medicine 
render it 
man’. 
According to the reviewer of G. A. Gibson’s 
“Text-book of Medicine’, published fifty years 
ago, ‘For several text-book has 
stood without serious challenge, but we fancy 


sanatorium, he believes that 


come not only to 
‘a general extension of the system must 
diminish the general knowledge of 
possessed by each practitioner, to 
more difficult to be an all-round 


vears Osler’s 


that this must now yield to the inexorable law 
The more comprehensive and the more modern 
character of the present work will particularly 
recommend it to the senior student in quest of 
higher qualifications . . . Hale White says what 
he has to say on diseases of the liver briefly and 
clearly, leaving us, as every text-book should, 

appetite for from 
The editor, George Alexander Gibson 


with an more the “same 
source’. 
(1854-1913), for twenty-two years was on the 
staff of the Edinburgh Royal Infirmary, and 
for some time edited the Edinburgh Medical 
Journal. He was a man of culture, charm, and 


joie de vivre. 


W.R.B. 


In view of these analytical and 


general evidences this brandy may be described 


as particularly suitablefor medicinal purposes.” 


See “LANCET "July 22” 1899 p. 219 
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Surface 


_ Performance 


When the clinical picture calls for the relief of pain in 
lesions of the skin and certain mucous membranes, 
* TOPOCAINE ’ can be relied upon to give adequate sur- 
face anesthesia. In painful superficial skin injuries such as 
abrasions, burns, etc., and for excessive irritation during 
skin infections, a single application of ‘ TOPOCAINI 
usually gives relief lasting up to eight hours 

Its low toxicity permits even more frequent use in very 
severe conditions, and it is particularly well suited for 
treating pain in the rectal, vaginal and urethral mucosa 


Now freely available in the form of Ointment, Cream 
and Lotion. 


«*TOPOCAIN E’~» 


CYCLOMETHYCAINE 


ELI LILLY AND COMPANY LIMITED, BASINGSTOKE, HANTS 
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WHEN YOUR 
ADVICE IS 


‘don’t climb 
stairs’ 


Ma 


The ELEC I ‘RIC 


Home LIFT 


Easy to Install * Simple to Operate 
* Economical to run 
Infermatian obtainable from : 


HAMMOND & CHAMPNESS LTD. 


Gneme House, Blackhorse Lane, London, F 1- 








IN SAFE HANDS 


The man who has appointed the Westminster Bank 
to be his Executor or Trustee can, with truth, say 
that the well-being of his family will be in safe hands. 
The Bank will carry out his wishes faithfully, bringing 
to its task a fund of business experience beyond that 
possessed by any private individual; it will administer 
its trust with complete integrity; and—more impor- 
tant, perhaps, than any of these—it will at all times 
show a very sympathetic consideration towards those 
whose affairs are left in its hands. Inquiries will be 
welcomed at any of the Bank's branches. 


WESTMINSTER BANK LIMITED 


Trustee Department: $3 Threadneedle St., London, EC 2 





FOR A SOUND INVESTMENT 
ON SUMS UP TO £5,000 
YIELDING 


2i% 


TAX PAID 


HASTINGS ww. 
AND THANET 


BUILDING SOCIETY 


ASSETS £14,000,000 
RESERVES £800,000 


Write for Booklet : 

Head Offices: Hastings and Ramsgate 
London: 99 Baker Street, W.1 
Northern: 41 Fishergate, Preston 





‘If there’s one to spare, Nurse’ 


He knows that after a tiring day Bourn-vita is 
just right for inducing complete relaxation and 
sound sleep. Doctors and patients alike enjoy 
the benefits of this nightcap drink. 


sleep sweeter- 
Bourn-vita 


Made by Cadburys 





ANNOUNCEMENTS LXVII 


ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue Most Hon. tHe MARQUESS OF EXETER, K.G., C.M.G., A.D.C 
Medical Superintendent—THOMAS ‘TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 

This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
patients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bac- 
teriological and pathological examinations. Private rooms with special nurses, male or female, in the Hospital 
or in one of the numerous villas in the grounds of the various branches can be provided 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be ad- 
mitted. It is equipped with all the apparatus fer the complete investigation and treatment of Mental and Nervous 
Disorders by the most modern methods; insulin treatment is available for suitable cases. It contains special 
departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged immer- 
sion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, &c. There is an Operating 
Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for Diathermy and 
High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN—Y—NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. ‘The Hospital has its 
own private bathing house on the seashore. ‘There is trout fishing in the park 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &c 

For terms and further particulars apply to the Medica! Superintendent( Telephone: No. 4354, three lines 
Northampton), who can be seen in London by appointment 




















™ Cestra Instrument Repair 


Hin Service 





for 


Now, as for many years, the really speci#list 


SURGEONS | SSeS 


and NURSES ~ POLDEN’S 


Made by: Robinson & Sons 
Led., Wheat Bridge Mills Bused co #<treme thoroughness in work- 
CHESTERFIELD . manship, an unsurpassably good service in 

’ speed is always available Top priority is 

always given to genuine emergencies. Costs 
BACTER | OLOG | CA LLY TE STED AND are very, very moderate, and the resulting 
doubling, at least, of an instrument's life, is 

an enormous saving. From forceps to stetho- 


SPECIALLY DESIGNED FOR THE scopes, and sphygmomanometers to syringes 


PREVENTION OF DROPLET INFECTION | ~ ‘oecialise in repairing ana supply new." 


After many bacteriological experiments this mask was RE-PLATING —ENGRAVING 


designed to arrest ali droplets from the mouth and 
nose, and so to prevent contamination during operation NEW INSTRUMENTS SUPPLIED 
The ‘‘Cestra’’ Mask consists of 4 layers of fine dental LARGE STOCKS HELD 


gauze. it fastens securely under the chin, = - air 
at the sides, is comfortable to wear for long 

ad periods and may be easily sterilized 10 BURNEY AVENUE 

Obtainable from Chemists and Medical Stores SURBITON A SURREY 


London Office: King's Bourne House, 229/23! Telegrams ‘*Surgical, Surbiton’’ 
High Holborn, LONDON, W.C.! 
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The problem was 


to provide soluble aspirin in 
stable tablet form 


Aspirin is acidic, sparingly soluble, and for many subjects a gastric 
irritant. By contrast, its calcium salt is neutral, soluble and bland. 
Unfortunately, however, calcium aspirin as ordinarily presented 
is unstable, and thus, sooner or later, becomes contaminated with 
the breakdown products, acetic and salicylic acids. In ‘Solprin’ 


the problem of providing calcium aspirin in a substantially 





neutral, stable and palatable form has been solved. Extensive 
clinical trials show that Solprin 
in large dosage and over pro- 
longed periods, can be tolerated 
without the development of gas- 
tric and systemic disturbances, 
except in cases of extreme 


hypersensitivity. Tab.Aspirin. Solub. (Reckitt) 


SOLPRIN 





Stable, soluble, palatable Clinical sample and literature supplied 


on application. Solprin is not advertised 


calcium asptrin 


to the public; it is available only on pre- 
scription, and only in the U.K. and 
Northern Ireland. 


RECKITT @& COLMAN LTD., HULL AND LONDON (PHARMACEUTICAL DEPT., HULL) 
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ROYAL NAVAL MEDICAL SERVICE 


Candidates are invited for service as Medical Officers in the Royal Navy—preferably below 
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and be medically fit. 
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